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Heart Disease: a Clinical Evaluation 


SPENCER A. Fotsom, M.D.* 
AND 
WILLIAM H. KEL ey, M.D. 
ORLANDO 


Pneumonia, as the “captain of the men of 
death,” has been replaced by heart disease as the 
chief maimer and killer of the population. Woe- 
fully publicized in the past, and only lately recog- 
nized as a national menace, heart disease is still 
so little known to even the most intelligent layman 
that this diagnosis of his complaint strikes him 
with terror and foreboding. This is a condition 
that should be corrected. 

A clinician can only be a good diagnostician 
by the use of his special senses and a sound clinical 
knowledge of the problems that confront him. 
Laboratory and mechanical aids are assuming a 
primary importance when they should play a sec- 
ondary role. 

The patient himself has not changed with the 
passing years; he still presents the same subjective 
symptoms and objective signs that he did in the 
days of Allbut, Osler and Cabot. The physician 
is the one who has changed, and he has changed 
because time has become more limited and _ his 
work is being done under greater pressure. It is 
much less time-consuming to order the limit of 
laboratory procedures and mechanical aids than to 
listen to the patient’s story and take a good his- 
tory. There are, however, many pitfalls in pur- 
suing such a course. It has been often and truly 
said, ““Let me take the history, and I don’t care 
which good intern makes the physical examina- 
tion.” 

Major considerations are: 

1. A diagnosis of heart disease should not be 
made unless all the evidence is conclusive. It is 
easy to label a case but difficult to unlabel one. 

2. Interpret in detail the presenting symptoms 
of fatigue, dyspnea, nocturnal dyspnea, ankle 
edema, cough and so-called indigestion. 

3. Do not make a diagnosis of heart disease 
with a stethoscope alone because there is a mur- 
mur, premature contractions or tachycardia. 

4. Beware of the diagnosis of coronary disease 


*Dr. Folsom died on June 26, 1949. 
Read before the Florida Medical Association, Seventy-Fifth 
Annual Meeting, Belleair, April 12, 1949 


in a woman under sixty years of age unless she 
has diabetic, syphilitic or hypertensive disease. 
This is not a golden rule but a good one to re- 
member. 

The great majority of cardiac lesions divide 
themselves readily into four great groups—the so- 
called rheumatic hearts, the syphilitic hearts, the 
hypertensive hearts and the arteriosclerotic hearts. 
We are leaving out of consideration congenital 
heart lesions and such as are due to disturbances 
of cardiac innervation, thyrotoxicosis, pericarditis, 


and so forth. 
The Rheumatic Heart 


The rheumatic heart is the heart of a young 
person who has had some acute infection from 
which the cardiac malady is dated. It may be 
chorea in childhood, or even scarlet fever, though 
the latter is unusual. It is more frequently ton- 
sillitis, sore throat, a “cold,” or an acute rheumatic 
fever. The first sign of its presence is a slight 
systolic blow heard in the mitral area and trans- 
mitted toward the axilla. It is transmitted in 
this direction because it is made in the left side of 
the heart, which lies behind the right side of the 
heart. The murmur cannot come through to the 
anterior wall of the chest because it is padded off 
by the right side of the heart, which is in front. 
It can escape, however, up into the armpit from 
underneath the heart, and so may be transmitted 
into the back of the chest. Thus one hears such 
mitral murmurs in two localities, the left axilla 
and left side of the back. The heart may heal in 
this condition. The patient may for the rest of 
his life have nothing but the remains of the mitral 
insufficiency, but, unfortunately, in the great ma- 
jority of cases an extension of the original disease 
takes place, and in the course of time, sometimes 
in a few years, there is added to the original mitral 
insufficiency a mitral stenosis. 

Nor does the process stop here. Frequently 
there occurs an extension of the inflammation to 
the aortic valves. If such an extension takes 
place, the pathogenesis is always the same. There 
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is first the production of an aortic insufficiency 
which may heal and remain healed indefinitely, 
or the morbid process may go on to the produc- 
tion of an associated aortic stenosis. 

In mitral insufficiency a characteristic feature 
is a comparatively normal pulse. In mitral stenosis 
the pulse is profoundly affected both as to rate, 
rhythm and quality because the inflammation of 
the mitral flaps often spreads to the bundle of 
His. A mild degree of heart block may be present 
in cases of well compensated mitral stenosis. 

In most cases, therefore, a g'ance at the patient 
will lead to the shrewd inference of the probable 
presence of a rheumatic heart on the one hand, or 
a renal, syphilitic, or arteriosclerotic heart on the 
other. His age will go far in leading to a prelimi- 
nary determination. Also, his history will tell a 
great deal. If h has a heart which bothered him 
in earlier life or for years, or which has interfered 
with his getting insurance during the third decade 
of life, it is almost certain that the patient is suf- 
fering from a rheumatic heart. 


The Syphilitic Heart 


A syphilitic heart, to adopt a Hibernicism, is 
not a heart at all; it is an aorta. Of course, 
syphilis does affect the heart when there is pro- 
duced a syphilitic myocarditis. Sometimes a syph- 
ilitic myocarditis crops up some years after the 
initial lesion, usually as a dyspnea of sudden, 
mysterious orig:n occurring in an adult somewhere 
around the fortieth year, who has been previously 
perfectly sound as to his heart. Such a sudden 
onset of dyspnea associated with rapid heart ac- 
tion in a man in the forties ought always to raise 
in the examiner’s mind a suspicion of specific 
origin. 

As already stated, however, a syphilitic heart 
is, in general, an aorta. By that we mean to say 
that when the spirochetes attack the cardiac 
mechanism, they really first attack the aorta. They 
seem to have a predilection for the ascending por- 
tion, though they often, of course, attack the trans- 
verse and descending portions and, indeed, any 
or all of the arteries of the body. 

Syphilis is a great dilator. Its effect is in- 
variably to widen the aortic arch, to produce a 
weakening of the aortic wall, with subsequent 
stretching. It is a dilator par excellence. The 
dilation may be so slight as to justify merely the 
diagnosis of a dilated arch, or it may be great 
enough to merit the diagnosis of aneurysm of the 
fusiform type. Often it is a matter of taste with 
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the examiner whether he shall designate a case 
syphilitic aortitis with dilatation, or syphilitic 
aortitis with aneurysm. There is no hard and fast 
line of demarcation between the two conditions. 
If the patient lives long enough, the dilatation 
leads to aneurysm. 

When the spirochetes invade the aortic arch, 
they not infrequently invade also the aortic valves, 
and when they do, they always adhere to their law 
of dilatation. Their effect upon the aortic valves 
is invariably to produce an aortic insufficiency. 
There is absolutely no such thing as syphilitic 
aortic stenosis. It is wholly contrary to the law 
of syphilitic pathology. If one has reason to sus- 
pect the existence of aortic stenosis in a case, if, 
for example, the criteria of Von Leube are pres- 
ent and the pulse is tardy and small, then probably 
the diagnosis is wrong and the case is one of rheu- 
matic instead of syphilitic disease. 

There is another interesting phenomenon con- 
nected with the syphilitic heart, and that is the 
frequent association of coronary disease with 
syphilitic aortitis. Allbut insisted early upon the 
relative frequency of incipient syphilitic aortic 
infection in angina pectoris. 

In whom do we find the syphilitic heart? We 
find it in men and in some women in the fourth 
and fifth decades of life. The story of almost all 
of them is that they have been well all of their 
lives as to their heart until comparatively sudden- 
ly, within a year or so, an almost complete cardiac 
breakdown has occurred. 


The Hypertensive Heart 


This is the heart of the person who has reached 
middle adult life. It is the cor bovinum. It is 
the heart of high blood pressure. Acute nephritis, 
of any type, does not give rise to the so-called 
renal heart. The renal heart is the product of 
chronic arteriosclerotic nephritis and of high blood 
pressure. It is the hypertrophied heart, the heart 
with an especially large left ventricle, the heart 
with a ringing aortic second sound due to the high 
degree of back pressure in the arteries. It is the 
heart which occurs in cases of polyuria, in cases in 
which the urinary output in the night exceeds the 
urinary output in the day. It is not the heart 
which shows many murmurs, for in the vast ma- 
jority of cases none are noted until the stage of 
dilatation from overstrain due to high blood pres- 
sure is reached. It is not a difficult heart to 
recognize. 























J. Froripa M. A. 
Aucust, 1949 FOLSOM AND KELLEY: HEART DISEASE 85 


The Arteriosclerotic Heart 


The arteriosclerotic heart is the heart of the 
aged. The person need not be aged in the sense 
that he is old in years, but must be aged in the 
sense that he is old in his arteries. He is the pa- 
tient with great tortuosity of the temporal arteries, 
the patient who has begun to lose weight or who is 
already underweight, the patient with the moving 
brachial arteries and tortuous radials. Not infre- 
quently the blood pressure is not especially high. 
In many instances it may not be much above 130 
mm. systolic, but he betrays the arteriosclerosis 
in other ways. It ofttimes affects the coronary 
arteries or the brachial arteries, and not infre- 
quently the renal arteries. It affects the whole 
body, leaving it undernourished and causing a 
gradual loss of weight. It is usually a compara- 
tively easy matter in looking at the patient who 
complains of his heart to tell whether he belongs 
to the arteriosclerotic type or not. His appear- 
ance and age alone carry great weight in the final 
estimation. 

These are, in short, the fundamental principles 
to be kept in mind when one approaches a cardiac 
case. They oftentimes simplify a problem which 
would otherwise be complicated. 


Summary 

Heart disease leads all diseases as a cause of 
death. 

The laity have not been intelligently told about 
heart disease and, therefore, dread the very name. 

Clinicians should use the five senses and make 
a diagnosis by clinical means first. 

Some rules for the diagnosis of heart disease 
are mentioned. 

Rheumatic, syphilitic, hypertensive and ar- 
teriosclerotic forms of heart disease are discussed 
from the clinical viewpoint. 

319 American Building. 


Discussion 


Dr. Jere W. Annis, Lakeland: Certainly, of recent 
years physicians have devoted considerable time to the 
newer technics and methods of investigation of cardiac 
disease to the exclusion of clinical evaluation which is of 
paramount importance. We should recall our attention 
to the physiologic condition as reflected in the clinical 
symptoms. This clinicai evaluation does not stop at the 
diagnosis of cardiac disease, but extends to how the pa- 
tient shall live and what he should do to produce the 
maximum of efficiency. Perhaps we feel rather less ade- 
quate in the field of management than in the field of 
diagnosis. It seems to me that we need to re-examine 
our old rule of thumb regimes on a clinical basis. We 
must, as Dr. Folsom pointed out, remember we are not 
dealing with an isolated condition, but with a patient. 
Our conclusions cannot be based upon or obtained from 
any routine procedure, but need to be based on our obser 
vations of the clinical picture at hand. 


Medical District Meetings 


The chairman of the Council, Dr. Russell B. Carson, has just announced that 


the dates of the four Medical District meetings have been officially set by the Council 


as follows: 


Quincy, 2:30 p.m., Monday, Oct. 24, 1949 


Palatka, 2:30 p.m., Wednesday, Oct. 26, 1949 


Sebring, 2:30 p.m., Thursday, Oct. 27, 1949 


Ft. Lauderdale, 2:30 p.m., Oct. 28, 1949 
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Hematuria: Its Clinical Significance 


CLARENCE G. BANDLER, M.D. 
NEW YORK CITY 


One of the outstanding symptoms of urologic 
disease is blood in the urine; whether this is gross 
or microscopic makes little difference, although 
grossly bloody urine may be very alarming. It 
must be stressed that the finding of a few red 
blood cells on microscopic examination of the urine 
may be just as serious to the patient as massive 
hematuria. A casual urine specimen should con- 
tain no red blood cells; red cells in the urine are 
abnormal in contradistinction to the normal pres- 
ence of a few white blood cells in a voided urine 
specimen. 

Unfortunately, however, hematuria is disre- 
garded or underestimated by the patient and also, 
all too frequently, by his physician. When hema- 
turia appears grossly, the patient is generally suf- 
ficiently alarmed to seek medical care. When, 
however, the hematuria is of intermittent char- 
acter, the patient may be lulled into a false sense 
of security and he may assume he is well. The 
physician, on the other hand, must recognize that 
this temporary disappearance of bleeding is no in- 
dication of the disappearance of its causative 
lesion, and that complete investigation of the 
urinary tract may be necessary to disclose that 
lesion. It is, perhaps, unnecessary to emphasize 
that the presence of blood in the urine is, in itself, 
not a clinical entity or a disease; it serves only as 
a sign of existing pathologic change which may 
require exhaustive investigation before its cause 
is determined. 

Whether hematuria is the outstanding and pre- 
senting symptom, whether it is associated with 
other symptoms, or whether it is an asymptomatic 
finding of the laboratory examination does not 
alter its importance. The presence of other com- 
plaints such as pain, urinary frequency and burn- 
ing may cause the patient to seek medical advice 
earlier than does the recognition of blood in the 
urine, although from the urologic point of view, 
the latter may be more serious. Concomitant 
symptoms may be chills and fever, sweats, loss of 
weight; indeed, symptoms referable to other body 
systems may be prominent, yet the problem may 
lie in the urinary tract and may be manifested 
solely by microscopic hematuria. A statistical 


Read before the Florida Medical Association, Seventy-Fifth 
Annual Meeting, Belleair, April 11, 1949. 


study of 2,240 cases of hematuria, made by Mac- 
Kenzie of the Royal Victoria Hospital of Mon- 
treal, disclosed some interesting findings: 

(a) Approximately one fifth (20.24 per cent) 
of all patients admitted to the urologic service of 
that hospital voided urine containing blood. 

(b) In 96 per cent of the cases in which 
hematuria was present, a causative lesion was 
found in the urinary tract; in 4 per cent of the 
cases there was an extraurinary lesion which ac- 
counted for the blood in the urine. 

(c) In 40 per cent of the cases of hematuria, 
the urologic lesion was found to be neoplastic. 
Other major causes were infection and lithiasis. 

A similar study by Kretschmer of Chicago of 
a large series of cases of hematuria (935) gave 
similar findings. Reports by many authors have 
shown convincingly that blood in the urine is a 
serious symptom or finding, and that its cause or 
source must be discovered even though the search 
may necessitate extensive investigation, both clin- 
ical and laboratory. 

Frequently, the anatomic site of the bleeding 
may be suggested by the character of the bleed- 
ing; that is, initial and bright bleeding may be 
due to anterior urethral disease; terminal hema- 
turia may be due to a lesion of the posterior or 
prostatic urethra; total hematuria is more often 
from the bladder, ureter or kidney. Such evidences, 
however, are not sufficiently diagnostic, and only 
complete urologic survey will ascertain the location 
of the pathologic lesion. 

Classification or grouping of the causes of 
hematuria is often useful in orderly thinking and 
discovery of the etiology of blood in the urine. 
There are four broad classes of bleeding from the 
urinary tract: 


Table 1.—Classification of Hematuria 


I. Hematuria due to systemic disease 

II. Hematuria due to intrinsic diseases of the urinary 
tract 
A. Renal 
B. Ureteral 
C. Vesical 
D. Bladder neck and posterior urethra 
E. Urethral 

III. Hematuria associated with extraurinary or para- 
urinary pathology 

IV. Essential hematuria 
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This classification is to be considered illustra- 
tive, not exhaustive, inasmuch as any and every 
disorder of the urinary tract, no matter what its 
anatomic location in that body system; may be pro- 
ductive of hematuria. This outline, however, does 
serve to point out the variety of causes of bleeding 
of the urinary organs, and the intensive and exten- 
sive survey which may be necessary to discover the 
etiologic factor of the hematuria. In addition to 
general medical investigation including hemato- 
logic studies, blood cultures and such, complete 
urologic survey comprising cystoscopy, retrograde 
pyelography, determination of separate renal func- 
tion, bacteriologic smears and cultures of these 
separated urine specimens, and additional special 
tests may have to be done. With such a program 
of detection, the diagnosis will be established, and 
appropriate treatment can be instituted. 

The broad classifications must be broken down 
further, and individual problems will be discussed 
under each heading. First there is the important 
situation of systemic diseases which may be pro- 
ductive of blood in the urine: 


Table 2.—First Division of Classification 


I. Hematuria in general disease 
A. Acute fevers 
1. Tonsillitis 
2. Scarlet fever 
3. Rheumatic fever 
B. Chronic fevers 
1. Endocarditis (subacute bacterial endocardi- 
tis resulting in renal emboli) 
2. Malaria 
3. Brucellosis 
C. Blood dyscrasias 
1. Leukemia 
2. Hemophilia 
3. The various purpuras 
4. Polycythemia 
. Deficiency and dietary disease 
1. Liver deficiency (hepatorenal syndrome) 
2. Scurvy 
E. Circulatory stasis 
1. Cardiac decompensation 
F. Diseases of unknown etiology 
1. Hodgkin’s disease 
2. Hypertensive cardiovascular disease or ar- 
teriosclerosis with renal involvement 
3. Periarteritis nodosa 
4. Glomerulonephritis 
Hematuria following administration of medica- 
tion 
1. Sulfonamides 
2. Salicylates 
3. Barbiturates 
4. Anticoagulants (heparin, dicumarol) 


— 
~~ 


G. 


It may be of interest to cite some cases in 
which bleeding of the urinary tract was of promi- 
nence in general systemic ailments: 


Case 1.—Hematuria Due to Bacterial Endocarditis. A 
22 year old white woman was admitted to the New York 
Post-Graduate Hospital because of sudden, total, gross 
hematuria without accompanying urinary symptoms. 
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There was a history of low grade fever during the pre 
ceding three weeks with chills and sweats. 

Physical examination revealed pallor and a soft, sys 
tolic, apical cardiac murmur with no other pertinent find- 
ings. Temperature was 101 F. 

Cystoscopy and retrograde pyelographic studies showed 
no abnormalities of the urinary tract; bacteriologic urinary 
studies gave negative results. 

Two weeks following hospital admission, the charac 
ter of the cardiac murmur changed, and at this time, too, 
arterial blood cultures were positive for Streptococcus 
viridans. Massive doses of penicillin were given, and the 
patient recovered fully. 

In this case, a cardiac ailment was brought to 
treatment because of the renal manifestation of 
bleeding. Final diagnosis was, of course, subacute 
bacterial endocarditis with emboli to the kidneys 


producing hematuria. 

Case 2.—Hematuria Due to Blood Dyscrasia. A 17 year 
old boy had been having various joint pains for several 
months. Subsequently, blood appeared in the urine in 
association with small hemorrhages into the skin. 

Physical examination disclosed purpuric skin manifes 
tations and a palpable spleen. 

Blood studies showed an anemia with normal white 
and differential blood counts. The platelet count was 
low. Urinalysis showed innumerable red cells. 

A diagnosis of idiopathic thrombocytopenic purpura 
was made. Nevertheless, because of the hematuria, urologic 
investigation, which resulted in negative findings, was 
performed to eliminate the possibility of a coexisting lesion 
of thy urirary tract, though laboratory studies of the 
peripheral b’ced readily disclesed the cavse cf the bleed 
ing from the urinary tract. 

Splenectomy was performed with complete remission 
of the hemorrhagic manifestation including the hematuria 

It has long been realized that many medica- 
ments which the physician prescribes are capable 
of producing hematuria. This fact has been 
brought into particular prominence by the use of 
sulfonamides within recent years, and, most recent- 
ly, the introduction of anticoagulants as_ther- 
apeutic aids has added other agents capable of 
causing hematuria. The following case is illustra- 
tive. 

Case 3.—-Hematuria Due to Drug Administration. A 
68 year old man was hospitalized because of an acute 
coronary arterial occlusion; myocardial infarction had 
occurred two years previously. Because of the fear of 
formation of a mural thrombus and possible embolism, 
anticoagulant therapy was immediately begun with dicu- 
marol. Daily prothrombin levels were taken, but despite 
this close observation, there suddenly developed gross and 
massive hematuria, without clot formation, on the fifth 
day after starting dicumarol; the prothrombin time (un 
diluted) was 56 seconds. Vitamin K was immediately 
given parenterally, together with a transfusion of 250 cc 
of whole fresh blood. The dicumarol was stopped, and the 
hematuria ceased. 

After recovery from the coronary thrombosis, intra 
venous urography and cystoscopy were done to rule out 
the presence of disease of the urinary tract. Fortunately, 
no lesion was found. 

This case illustrates a danger which the phy- 
sician may encounter in the course of therapy with 
any drug but, of course, more prominently with 
some. Hematuria may be due to the drug which 
is administered, but, nevertheless, investigation of 
the urinary tract should be made to rule out co- 
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existing pathologic changes in the urinary tract. 

Comprising the next group for review are those 
diseases of the urinary tract which per se can pro- 
duce hematuria. 


Table 3.—Second Division of Classification 


II. Hematuria due to intrinsic diseases of the urinary 
tract 
A. Renal 
1. Calculi or crystals 
2. Tumor, benign or malignant, capsular, 
parenchymal or pelvic 
3. Infection, acute or chronic, including tuber- 


culosis 

4. Anomalies, polycystic disease, horseshoe 
kidney 

5. Trauma 


B. Ureteral 
1. Calculi 
2. Infection 
3. Stricture 
4. Tumor, benign or malignant 


5. Trauma 
C. Vesical 
1. Tumor 


2. Calculus or foreign body 
3. Infection including ulcer 
4. Trauma 


D. Bladder neck and urethral 
1. Disease of prostate (hypertrophy, infection, 
cancer ) 
2. Infection of seminal vesicles 
3. Stricture 
4. Infection of urethra 
5. Tumor 


6. Instrumentation 


This grouping includes the ailments which are 
the particular province of the urologist; the chart 
reveals how varied in type and location the lesions 
may be which can produce hematuria and that 
urologic study must be complete in order to local- 
ize and identify a pathologic lesion. In fact, it 
behooves the urologist to be aware of more than a 
single pathologic entity in the urinary tract as 
witness the following case: 

Case 4.—Hematuria Due to Two Simultaneously Co- 
existing Lesions of the Urinary Tract. A 42 year old 
man who had been having intermittent gross painless 
hematuria of several months’ duration suddenly experi- 
enced severe left renal colic. Intravenous urography dis- 
closed a pea-sized calculus in the lower portion of the 
left ureter close to the bladder. Manipulation of the 
calculus was performed in the hospital and, at the time 
of cystoscopy, a quarter dollar-sized papilloma of the 
bladder was seen and destroyed by fulguration. The cal- 
culus was removed also. See figure 1. 

The tumor, of course, was the lesion which had caused 
the long-standing hematuria. It should be pointed out 
that one might expect passage of blood clots in the pres- 
ence of a tumor of the bladder, but there is no char- 
acteristic pattern for hematuria in urologic lesions. 

Case 5.—Hematuria Due to Renal Neoplasm. Gross 
hematuria was noted by a 56 year old woman. There 
were no associated urinary or systemic symptoms. A mass, 
presumably the right kidney, was palpable in the right 
upper quadrant of the abdomen. Retrograde pyelo- 
graphic study showed a deformed, distorted right renal 
pelvis with a mass pushing the kidhey down. A diagnosis 
of renal neoplasm was made, and right nephrectomy was 
performed. The pathologic diagnosis was hypernephroid 
carcinoma of the kidney with no invasion of the renal 
vein. The patient made an uneventful recovery. 





Fig. 1.—Illustration of papilloma of the bladder. 


In this case, as mentioned, bleeding was the 
first sign of a renal tumor which, obviously, had 
been present for a great length of time before 
producing this single symptom. Had such a 
symptom been ignored, metastasis might have oc- 
curred shortly, and the patient might have been 
“inoperable.” 


Case 6.—Hematuria from Prostatic Varices and Recur- 
rent Prostatic Hypertrophy. A 68 year old man had 
had transurethral resection of the prostate in 1942. Sub- 
sequently, he had been asymptomatic for six years when 
there suddenly developed grossly bloody urine with the 
passage of many clots. Cystoscopy was performed under 
spinal anesthesia and, after evacuation of clots, visualiza- 
tion of the bladder showed no abnormalities of that or- 
gan. Over the surface of an obviously intruding prostate 
gland there were, however, numerous dilated veins, rup- 
ture of which had accounted for the vesical hemorrhage. 
Transurethral resection of the obstructing prostatic tissue 
was performed, and the bleeding ceased. 


The final diagnosis was bleeding from prostatic varices 
and recurrent prostatic hypertrophy. 


It should be noted that gross hematuria is not 
at all infrequent with enlargement of the prostate; 
however, the possibility of an associated lesion, 
such as a tumor of the bladder, must be considered 
and ruled out by urologic investigation. 


Case 7—Hematuria Due to a Congenital Develop- 
mental Abnormality. An attorney, 30 years of age, who 
had been in good health all of his life, experienced a sud- 
den, painless hematuria unaccompanied by any other symp- 
toms. Physical examination was nonrevealing. Cystoscopy 
and pyelographic studies showed the presence of multiple 
cysts of both kidneys, with blood coming from the left 
kidney. A diagnosis of bilateral polycystic kidneys was 
made. The bleeding ceased spontaneously. Three years 
later, gross bleeding recurred, and the same findings were 
noted. On this occasion, because bleeding was prominent 
and profuse, a Rovsing operation was performed on the 
left kidney; many cysts were opened, the contents were 
evacuated, and pressure on the functioning renal tissue 
was reduced. There was no subsequent recurrence of 
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hematuria, and the patient has remained in good health. 
See figure 2. 

Final diagnosis was urinary bleeding due to polycystic 
renal disease. It is of interest to note that the father of 
this patient died of “polycystic kidneys,” no doubt because 
of hemorrhage. Some few years later, this patient’s sister 
was nephrectomized by me for a gressly infected and de- 
stroyed polycystic kidney. 





Fig. 2—Retrograde pyelographic roentgenogram of 
polycystic kidneys. 


There is another category of diseases which 
may be productive of hematuria; these are dis- 
eases outside of the urinary organs themselves, 
and due to the involvement of organs in close 
anatomic proximity to the urinary tract, urinary 
bleeding may be present. 


Table 4.—Third Division of Classification 


III. Hematuria associated with extraurinary pathology 
A. Acute appendicitis 
B. Diverticulitis of the colon 
C. Neoplasm of the colon, rectum or pelvic struc- 
tures 
D. Acute or chronic salpingitis 


These are essentially self explanatory. See fig- 
ure 3. It is easy to imagine an adenocarcinoma of 
the colon involving the bladder and causing bloody 
urine; in fact, it is my belief that in every case of 
malignant disease of the sigmoid colon or rectum 
there should be urologic investigation to rule out 
invasion of the bladder. 

Another case in point is the following: 


Case 8.—Hematuria Due to Appendicitis. A 33 year 
old man had pain in the right flank associated with low 
grade fever; tenderness was present in the flank, and 


many red blood cells were found in a centrifuged urine 
specimen. Because of the latter, cystoscopic and retro- 
grade pyelographic studies were made with negative find- 
ings. Later, a moderately inflamed appendix was re- 
moved from its retrocecal location where its tip had 
impinged against the ureter, thus producing the urinary 
symptoms and the microscopic hematuria. 


By the same token, it must be pointed out that 
the appendix of numerous patients has been need- 
lessly removed whereas the pathology rested in 
the urinary tract. Thus, symptoms and signs ref- 
erable to the urinary tract must not be ignored, 
and urologic survey must perforce be performed in 
many cases when abdominal symptoms do not give 
a clearcut diagnosis. 


In a fourth category called essential hematuria 
are placed those unusual and infrequent cases in 
which the cause of the bleeding defies detection 
even after exhaustive investigation. Eventually, 
after persistent and intensive search, final diag- 
nosis is made and therapy carried out, but it is 
only the urologist’s own limitations which fail at 
the earliest instances to discover the cause of the 
bleeding. Among: these lesions are: varix of the 
renal papilla, a minute tuberculous renal ulcera- 
tion, and papillary carcinoma of the renal pelvis. 
In the main, however, diagnoses can be readily 
made, and those cases which are disposed of with 
a diagnosis of essential hematuria are, fortunately, 


few and far between. 





Fig. 3—Cystogram showing large filling defect indi- 
cating carcinoma of the bladder. 








It is obvious from the discussion that has been 
presented here and from the cases cited that from 
history and general physical examination the 
source of hematuria cannot be ascertained in the 
majority of cases. Only by a comprehensive 
urologic survey aided by laboratory procedures can 
an accurate diagnosis be established and the proper 
therapeutic program instituted. 

The clinical significance of urinary bleeding 
cannot be overemphasized. When accurate diag- 
nosis is delayed, the patient may often be deprived 
of opportunity for cure by either surgical or medi- 
cal treatment, depending upon the nature of the 
lesion which is discovered. 

Conclusion 

Hematuria is per se neither a disease nor a 
clinical entity; it is merely a manifestation of an 
existing disease which demands complete investi- 
gation for the discovery of its etiology. 
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Hematuria may be accounted for by systemic 
disease, specific intrinsic diseases of the urinary 
tract, or diseases of organs in proximity to the 
urinary tract components. 

The vast majority of cases of hematuria are 
due to purely urologic lesions; a high percentage 
of such cases is due to neoplastic disease of the 
urinary tract. Two or even more urologic lesions 
may coexist to produce hematuria, and so complete 
urologic study is essential. 


A thoroughgoing medical and exhaustive uro- 
logic survey may be required to ferret out the 
etiologic agent of hematuria. Hematuria as a 
symptom must not be ignored, nor should investi- 
gation be delayed, for early diagnosis of the causa- 
tive lesion is required to institute proper therapy 
and thereby secure a favorable prognosis. 


77 Park Avenue. 


of the Sympathetic 


Nervous System 


James G. Lyerty, M.D. 
JACKSONVILLE 


Interest in surgery of the sympathetic nervous 
system was stimulated in 1923 when Royle’ and 
Hunter” proposed lumbar sympathectomy for 
spastic paralysis of the lower extremities. In 1925, 
Adson and Brown* proposed sympathectomy for 
Raynaud’s disease. Since that time a large num- 
ber of articles have appeared on surgical pro- 
cedures for the relief of various vasospastic dis- 
eases. There are some diseases of the extremities 
which are primarily vasospastic in nature and 
which are ideally treated by sympathetic nerve sur- 
gery. There are other cases of vascular occlusive 
diseases which have an associated vasospastic ele- 
ment, and this latter may be relieved by blocking 
the sympathetic nervous system. It is my purpose 
in this discussion to remark on the disorders which 
have been most benefited by the operation and 
which are treated on a rational basis. 


Raynaud’s Disease 


This is a true vasospastic disease which is de- 
scribed as coming under the functional vasomotor 
disturbances. It occurs chiefly in women, involv- 
ing the upper extremities, but occasionally the 
lower extremities may be attacked later in the dis- 


order. It may vary in degree, depending on the 
extent of the vasoconstriction of the vessels. The 
finger of the hand may become blanched like a 
sheet, a phenomenon which may be brought on 
from chilling as washing the hand in cold water. 
This white appearance may change in a few 
minutes to a bright redness or cyanosis. There 
may be considerable pain associated with the 
vasospasm. As a rule, the radial pulse can be 
palpated between the attacks, but during the seiz- 
ure it is diminished. The ischemia of the fingers 
may lead to ulceration or gangrene. 

This condition is most amenable to sympathetic 
block or surgery. As a diagnostic test one may in- 
ject novocain in the cervicodorsal sympathetic 
ganglia on the affected side, after which skin 
temperatures of the fingers are recorded, the 
thermocouple being used for this purpose. In- 
creased warmth and dryness of the hand will be 
noticeable within fifteen or thirty minutes after 
the novocain block. If the response has been satis- 
factory, one may decide to give permanent relief 
by sympathetic ganglionectomy. 

There are two operative procedures for de- 
nervating the sympathetics of the upper extremity. 
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The operation which removes the stellate ganglion, 
together with the second or third dorsal ganglia 
and the intervening trunk, removes postganglionic 
fibers and nerve cells. It was shown by White 
and Smithwick*' and others that the smooth mus- 
cles of the blood vessels after this type of sym- 
pathectomy are sensitized to epinephrine and are 
still capable of contraction due to this hormone. 
The other type of operation, devised by Smith- 
wick,” is primarily resection of the preganglionic 
fibers of the upper extremities. This procedure 
consists in cutting across the sympathetic trunk be- 
low the third dorsal ganglion, also cutting the rami 
to the second and third dorsal ganglia and re- 
secting the second and third thoracic roots proxi- 
mal to the ganglion, thus severing the preganglionic 
fibers going along the anterior root. It is ad- 
visable to put silver clips on all severed trunks to 
prevent regeneration, at the same time offering a 
localization on the roentgenogram for demonstrat- 
ing the extent of the operative procedure. 

In Raynaud’s disease of the lower extremity, 
a sympathectomy of the second to the fourth lum- 
bar ganglia and intervening trunk is done, and 
this is a preganglionic nerve operation without 
sensitization of the vessels to epinephrine. A lum- 
bar sympathectomy is done through an incision of 
the lateral abdominal wall near the flank, splitting 
the fibers of the muscles and extraperitoneally ex- 
posing the sympathetic chain on the anterolateral 
aspect of the vertebral bodies. If this procedure is 
necessary on both sides, the operation is performed 
in two stages about one week apart. 


Buerger’s Disease 
(Thromboangiitis Obliterans) 

This disease comes under the class of oblitera- 
tive vascular disorders. The etiology is not en- 
tirely clear, and the statement that it occurs only 
in patients of Russian-Jewish extraction has been 
disproved. Whether it is primarily an infectious 
disease with thrombosis of the vessels has not been 
entirely proved. It is aggravated by the vasocon- 
strictive action of nicotine in smoking. It occurs 
in men of the third and fourth decade and involves 
more frequently the lower extremities. The upper 
extremities may be involved as well, especially in 
the later stages of the disease. The first symptom 
of this disorder may be intermittent claudication. 
There is usually diminution in the pulsation of 
certain arteries, as the posterior tibial or dorsalis 
pedis. In the advanced stages, the pulse cannot 
be palpated. There may be changes in the color 
of the foot and toes. When the foot is lowered, 


it changes color to a bluish red, and on elevation it 
becomes pale and white to normal. In the ad- 
vanced states there is considerable pain of a per- 
manent and continuous nature. Ulceration and 
gangrene may appear about the toes. While this is 
primarily a vascular obliterative disease, there is 
a variable amount of vasospasm, and its relief may 
improve the circulation to the extent that chronic 
ulcers may heal and a threatened gangrene is pre- 
vented. 

Several diagnostic tests have been used to de- 
termine the degree of vasospasm. Fever therapy 
from intravenous typhoid vaccine is no longer used. 
Spinal anesthesia is sometimes used to block 
sympathetic and other nervous impulses, a measure 
which is just as effective as blocking the ganglia 
by direct novocain injection. The latter is usu- 
aliy preferred, and in either case the skin tem- 
perature can be taken as previously indicated. 

To perform a sympathetic block in the lumbar 
region, four needles are used opposite the second to 
the fifth lumbar interspaces, introduced 4 cm. from 
the midline so as to inject the ganglia and chain on 
the anterolateral aspects of the bodies of the verte- 
brae. Novocain is first injected, and if a good 
response is obtained, a longer-acting anesthetic 
like bromsalizol or eucupine may be used. In 
some cases longer or permanent action may be ob- 
tained by using 95 per cent ethyl alcohol. 


Acteriosclerotic and Diabetic 
Endarteritis 


In older people with arteriosclerosis and circu- 
latory impairment of the extremities, there may be 
a chronic ulcer, threatening gangrene or intermit- 
tent claudication. Although this is mostly an 
occlusive vascular disease, there frequently occurs 
an associated vasospasm which can be relieved by 
sympathetic block. The latter procedure can re- 
lieve the symptoms, heal the ulcer, and sometimes 
prevent gangrene. Although gangrene is evident, 
a sympathetic block may permit amputation at a 
lower level. The procedure of choice in older pa- 
tients of poor risk would be novocain-alcohol 
blockage. If the patient is a good surgical risk, 
sympathectomy would be more effective and per- 
manent. The chief objection to alcohol is the 
neuritis occurring in about one-half the cases, 
which may be troublesome to a neurotic patient. 

In diabetic endarteritis there is a large vaso- 
spastic element, and some of the most dramatic 
results have followed sympathectomy and sym- 
pathetic blockage. 
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Acute and Chronic Thrombophlebitis 


A greatly swollen and edematous extremity 
with pain is especially disabling. Ulcerations may 
occur which are slow to heal. In many of these 
cases there are associated varicose veins. 


In acute thrombophlebitis, improvement may 
be obtained by novocain blockage. Ochsner and 
DeBakey’ advised novocain blockage at daily in- 
tervals if necessary. Following the novocain block, 
the extremity will be softer, less swollen and 
warmer than previously. In chronic disorders of 
this type, the blockage can be longer-lasting by 
using alcohol; or, if the patient is a good surgical 
risk, by a sympathectomy. 


Acute Arterial Embolism or Thrombosis 


In this condition there is always a large amount 
of vasospasm in the distal part of the vascular 
tree. It is not always an easy matter to remove 
the embolus or thrombus from the vessel sur- 
gically. It is beneficial in most cases to start sym- 
pathetic block early, which may be repeated every 
day for the first week or two. 


Cerebral Vasospasm 


Occasionally in a certain type of person, some- 
times associated with arteriosclerosis in older pa- 
tients, there occurs spasm of cerebral blood vessels 
manifested by sudden hemiplegia, hemianopsia, 
or sensory phenomena on the opposite side of the 
body of temporary duration. It may last fifteen 
to thirty minutes and clear up without residual 
symptoms. In these cases, it is undoubtedly due 
to spasm of the arterial system supplying these 
centers in the brain. If the spasm becomes re- 
current or prolonged, the resulting cerebral 
ischemia may lead to permanent damage to the 
brain cells with permanent paralytic symptoms of 
the extremities. This condition is sometimes as- 
sociated with migraine as well as other vascular 
disorders. It is not unusual in cases of migraine 
for the headache to be on one side and for tempo- 
rary hemianopsia to occur, or numbness and pa- 
ralysis of one or more extremities on the opposite 
side. These signs are of transient nature, but defi- 
nitely represent a vasospasm of the cerebral vessels. 
If the patient could be seen with this disorder and 
novocain blockage of the cervicodorsal sympathetic 
ganglia could be done with immediate relief from 
symptoms, it would be diagnostic proof that the 
vasoconstriction is the etiology. This could be fol- 
lowed by cervicodorsal sympathetic ganglionec- 
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tomy, which should give the patient permanent 
relief and prevention of recurrence of these signs, 
possibly preventing permanent hemiplegia. 

It is rather simple to block the cervicodorsal 
sympathetic ganglion with novocain by using a 
single needle inserted just above the middle of the 
clavicle, directed inward about 45 degrees until it 
reaches the head of the first rib or body of the 
seventh cervical vertebra. Here it is in contact 
with the stellate ganglion, and one may inject no- 
vocain after first aspirating to make sure the 
needle is not in a blood vessel or the pleural cavity. 
Within a few minutes there will develop a Horner’s 
syndrome showing that the injection is effective. 
This is the injection technic for the blockage of 
the sympathetics to the upper extremities, head 
and neck. As described previously, permanent 
blockage may be obtained by sympathetic gan- 
glionectomy. 


Atypical Facial and Cranial Neuralgia 


In addition to migraine, as mentioned before, 
there occur disorders of pain localized in the face 
and cranial region on one side which may have 
radiation into the neck or shoulder. These pains 
frequently are localized along the occipital or tem- 
poral arteries where there is great tenderness on 
palpation. Relief can be obtained by novocain 
blockage around the vessel during the attack or by 
blocking the cervicodorsal sympathetic ganglion. 
Occasionally one can give permanent relief by sym- 
pathetic ganglionectomy. The chief objection to 
this is the Horner’s syndrome which gives a smaller 
pupil and a slight enophthalmos on the affected 
side. In bilateral sympathectomy, the change is 
on both sides and hardly noticeable. 


Causalgia 


This is a painful condition of the upper or 
lower extremity and frequently associated with in- 
jury of the peripheral nerve. It is sometimes de- 
scribed under major and minor causalgia, the latter 
being due to trauma of a trivial nature. Flothow 
and Swift’ described a traumatic sympathalgia in 
which there is a constant burning, painful con- 
dition of the distal part, with a shiny red skin and 
increased sweating. Roentgen examination may 
show osteoporosis of the bone. If the nerve trunk 
is involved in a scar, it should be attacked by the 
operation of neurolysis. In some cases of minor 
causalgia this is the procedure of choice. In the 
cases of minor causalgia, especially when an in- 
surance company is involved, it is a particularly 
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disturbing disorder, and complete relief is diffi- 
cult to obtain from any procedure as mentioned. 
When insurance is involved, it is best to use novo- 
cain blockage for a time before sympathetic 
ganglionectomy is performed. 


Painful Amputation Stump 


This painful disorder sometimes can be re- 
lieved by resecting the neuromas in the amputated 
stump. In most cases the disorder is more central, 
and surgical procedures on the pain pathways in 
the cord, as chordotomy, may be needed. In a 
few cases, resection of the sensory cortex in the 
brain will be necessary to remove the central im- 
pressions of the ghost extremity. In some cases, 
however, sympathetic blockage gives relief. If re- 
peated novocain blockage eases the pain, perma- 
nent relief may be expected from sympathectomy. 


Angina Pectoris 


Some of the earliest work on the sympathetic 
nervous system was directed toward the relief of 
the angiospasm associated with angina pectoris. 
The efferent fibers which supply this reflex arc 
are chiefly from the supericr cervical ganglion, 
while the afferent fibers are through the second to 
the fifth thoracic sympathetic ganglia. The angio- 
spasm may be relieved by blocking the nerve im- 
pulse on either the efferent or afferent side. Su- 
perior cervical sympathectomy has been done with 
relief of the anginal pain. White and Smithwick* 
and others advocate blocking the second through 
the fifth dorsal ganglia on the affected side. This 
blockage may be obtained with novocain and al- 
cohol if the patient is not a good surgical risk. 


Postherpetic Neuralgia 


In acute and chronic pain of herpes zoster, 
the best relief is obtained by sympathetic block- 
age with novocain, and by sympathectomy in se- 
lected cases when it is chronic. 


Carotid Sinus Syndrome 


This condition is largely a reflex mechanism 
through the sympathetic nervous system in the 
region of the bifurcation of the carotid artery. 
Slight massage over this region may bring out the 
disorder manifested by fainting or a convulsion, 
extreme slowing of the pulse rate, and sometimes 
a severe drop in blood pressure. As a diagnostic 
test, novocain may be infiltrated in the region of 
the carotid bifurcation, when massage of the in- 
volved area will no longer bring on the attack. To 
give permanent relief the carotid artery may be 


denervated by periarterial sympathectomy for a 
distance of 2 cm. above and below the bifurcation. 


Scleroderma 


In the early stages in young persons this dis- 
ease may be benefited by sympathectomy. It is 
sometimes associated with Raynaud’s disease. In 
the advanced stages, however, little result may be 
obtained from the procedure. 


Essential Hypertension 


Sympathetic surgery offers a new hope and 
relief to the large class of poorly understood pa- 
tients with high blood pressure. It is most ame- 
nable to treatment in the young person with vas- 
cular hypertension without severe damage of the 
kidneys, blood vessels and heart. It is seldom that 
thoracicolumbar sympathectomy is advised in per- 
sons over 50 years of age because of arteriosclero- 
sis, which might prevent sufficient dilatation of 
the vascular system to give adequate lowering of 
the blood pressure. The selection of patients is 
most essential, and it is best that the patient be 
studied by an internist. To determine the suit- 
ability for the operation, the changes in blood 
pressure should be observed under the administra- 
tion of sodium amytal, the cold pressor test, and 
sometimes splanchnic sympathetic novocain block- 
age. It is important to know the operative risk, 
and an electrocardiogram may be needed to de- 
termine cardiac damage. 

It has been shown by Smithwick” that to get 
the maximum desired effect, it is necessary to re- 
move the sympathetic ganglia and chain from 
the ninth dorsal to the second lumbar ganglia in- 
clusive. The Smithwick procedure requires re- 
section of part of the eleventh and twelfth ribs to 
gain access to the thoracic cavity and remove the 
ninth to the twelfth thoracic ganglia, and the 
greater and lesser splanchnic nerves; then the 
upper two lumbar ganglia are removed through an 
opening in the diaphragm. In men, it is best to 
preserve the second lumbar ganglion on one side. 
Recently, it has been my practice to use a modifi- 
cation of this procedure by resecting a part of the 
ninth and eleventh ribs, which enables one to re- 
sect as high as the sixth or seventh thoracic gang- 
lion through the twelfth, thereby affording a more 
complete denervation of the splanchnic area; 
through the lower limb of the incision an opening is 
made below the diaphragm to remove the upper 
two or three lumbar ganglia. Sometimes silver clips 
are put on the divided nerves to prevent regenera- 
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tion and these may be demonstrated on the roent- 
gerogram to show the extent of the operation. The 
operation is done in two stages, ten days apart. 
The Adson operation is a subdiaphragmatic pro- 
cedure which includes resection of the greater and 
lesser splanchnic nerves and the upper lumbar gan- 
glia with inspection of the adrenal gland. The Peet 
procedure is a supradiaphragmatic one and re- 
moves the greater and lesser splanchnic nerves 
with the lower thoracic ganglia. Favorable re- 
sults are reported from these operations. The type 
of operation to be preferred in essential hyperten- 
sion is the one that will give the most extensive 
sympathetic denervation to the splanchic area and 
the lower extremities, at the same time affording 
access to the kidney area to rule out a tumor 
of the suprarenal body. 


Conclusions 


Sympathetic block is indicated in most of the 
vascular occlusive diseases of the extremities in 
which there is a variable amount of vasospasm. 
This can be relieved with improvement of the cir- 
culation so that healing of a chronic ulcer occurs, 
or a threatened gangrene may be prevented. 

This measure is most helpful in acute throm- 
bophlebitis of the lower extremity, especially after 
the use of local anesthesia of short duration. In 
the chronic forms with considerable edema an an- 
esthetic of longer duration should be employed, or 
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a permanent sympathectomy should be done. 

Many painful conditions of poorly understood 
etiology and mechanism may be relieved by sym- 
pathectomy or novocain blockage. Some of these 
mentioned are causalgia, postherpetic neuralgia, 
painful amputation stump, and atypical facial and 
cranial neuralgia. This therapy is helpful in re- 
lieving the pain of angina pectoris and the pain 
associated with various vasospastic diseases in the 
body. 

Sympathectomy offers a new hope in the early 
case of essential hypertension. This type of opera- 
tion done for this condition is the one which gives 
adequate sympathetic denervation of the splanch- 
nic area, kidneys and lower extremities. 
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The General Practitioner Today 


R. B. Rosins, M.D. 
CAMDEN, ARK. 


Mr. President, Fellow Members of the Ameri- 
can Academy of General Practice, and Guests: 

It is indeed a pleasure for me to bring you 
official greetings from the officers and directors 
of the American Academy of General Practice. I 
was complimented and delighted when I was se- 
lected to represent this national organization at 
your meeting here today. 

Last June a year ago (1947) I was in Atlantic 
City at the centennial meeting of the American 
Medical Association. While there I attended the 
caucus where we organized the American Academy 
of General Practice. It has been phenomenal how 
this organization has grown since that date. At 
the present time charters have been issued in 
thirty-two states; there are, in other words, thirty- 
two state chapters. The chances are that by the 
time of our national meeting in Cincinnati March 
7, 8 and 9, we will have chapters in all forty-eight 
states, the District of Columbia and Hawaii. The 
present total membership is around 7,000, and we 
will be crowding 10,000 by the time of our March 
meeting. A year hence we should have 20,000 
members. I feel sure that this organization is 
destined to be the second outstanding medical 
organization in this country—second only to the 
American Medical Association. Most of the doc- 
tors in this country are general practitioners and 
they have been an unorganized group, as you 
know. The specialists have ruled the roost in 
organization. 

Preliminary plans are being made to publish a 
journal. In due time we hope to have one de- 
signed especially for the general practitioner. 

Our headquarters has been established in the 
middle of the United States, at Kansas City, with 
a headquarters staff of ten people, which will prob- 
ably be doubled within a year. Our staff is headed 
by one of the country’s most capable lay executive 
secretaries, Mac Cahal, a graduate attorney experi- 
enced in medical secretarial work, having the last 
few years been the efficient secretary of the Amer- 
ican College of Radiology in Chicago. 

Our organization is not an antispecialist group 
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by any means, but it seeks to emphasize that the 
family doctor is the foundation stone in American 
medical practice. Our relations with the various 
specialty organizations and the American Medical 
Association are most cordial. 

A number of factors have stimulated the fam- 
ily doctor to organize. One in particular has been 
the tendency of hospitals in certain sections to re- 
strict admissions to patients of diplomates or spe- 
cialists. Why should the family doctor be asked 
to abandon his patient at the hospital door? In 85 
per cent of the cases the competent general prac- 
titioner can give as good service as any specialist, 
and in the other 15 per cent the family doctor is 
able to judge the need for a specialist and the 
particular specialist needed. 

An outstanding objective of this organization 
will be the promotion and development of post- 
graduate training for the general practitioner. In 
order to hold his membership in this organization 
he will have to do at least 150 hours of postgrad- 
uate work every three years. I should like to di- 
rect your particular attention to this requirement, 
which is quite different from that of other organi- 
zations. I will use as an example the American 
College of Surgeons. Once you become a member, 
you are always a member regardless of whether 
you keep up with progress or not. 

There are a number of trends that should con- 
cern us in the medical profession today. One of 
them is the tendency on the part of hospitals here 
and there to invade the practice of medicine by 
using employed physicians. There are certain peo- 
ple in the hospital world who think that hospitals 
should take over the practice of medicine by em- 
ploying full time salaried physicians with the hos- 
pital collecting the fees for services rendered. We 
should be on the alert and fight this tendency 
wherever we find it. Hospitals exist for the bene- 
fit of the patient and the physician. The hospital 
is the physician’s workshop. It was not intended 
that the physician should be the economic servant 
of the hospital. 

The family physician or general practitioner is 
the backbone of medicine in this country, and we 
must look forward to the development of more 
physicians of this type and to the improvement of 
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those who are already in this field of medicine. 
That is the real objective of this organization 
which you and I are representing here today. The 
tendency to overspecialization has been one great 
factor responsible for the movement in certain 
quarters for the socialization of medicine by gov- 
ernment. 

To summarize up to this point: 

1. We must encourage more medical students 
to plan to enter general practice. 

2. We should encourage our medical schools to 
adapt their teaching program to the training of 
physicians for general practice. 

3. We must see that hospitals do not discrimi- 
nate against general practitioners. 

4. We must provide more postgraduate train- 
ing for the man in general practice. 

5. We must teach the public that the compe- 
tent general practitioner can handle 85 per cent of 
their illnesses. A broader recognition of this fact 
will reduce the cost of medical care for the people 
and reduce the urge for socialization of medicine. 

I did not come here to appear in a double role 
and I am fully aware that the election is only a 
few days away. It happens that I am Democratic 
National Committeeman for the State of Arkansas, 
having been elected for my second term at the 
August primary, and I happen to be the only doc- 
tor on the Democratic National Committee. 

I began to take interest in political affairs a 
number of years ago, and it is my firm belief that 
more doctors should concern themselves with po- 
litical affairs. Democracy functions through polli- 
tics, as you well know. It is inconsistent of us to 
criticize actions of politicians while we ourselves 
evade political service or interest in political af- 
fairs. 

Doctors have a tremendous political potential 
with their patients and friends, but it is seldom 
used. It is too generally regarded that political 
activity is a dirty game and beneath the dignity 
of a professional man. When we find politics 
dirty, it is so just because of this attitude on the 
part of self-respecting people. They permit it; 
otherwise it would not be so. 

The immediate past president of the American 
Medical Association, Dr. Edward Bortz, has ap- 
pealed to doctors to take up the duties of states- 
men. The traits of patience, understanding and 
perseverance that are to be found almost always in 
a successful doctor are likewise needed in poli- 
ticians and statesmen. Too often they are lack- 


ing. Dr. Bortz is eminently correct in his admoni- 
tion to physicians. 
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In former years we had more doctors in pub- 
lic life than we have today. Six doctors signed 
the Declaration of Independence, and three signed 
the Constitution of the United States. Sun Yat 
Sen, the first president of China, was a physician. 
General Leonard Wood, a great military leader, 
was a physician, as was Clemenceau, who led the 
French nation through the first World War. Wil- 
liam Henry Harrison, one of our presidents, was 
at one time a student of medicine. The Secretary 
of Interior in President Hoover’s cabinet was Dr. 
Ray Lyman Wilbur, who was president of the 
American Medical Association in 1923. The Sec- 
retary of Interior under President Coolidge was 
Dr. Hubert Work, who was another president of 
the American Medical Association (1921). 


The roster of medical men who have been dis- 
tinguished in the political life of this and other 
countries would include many of the great names 
of history. Doctors probably do not take as ac- 
tive a part in political affairs today as formerly 
because of the fact that medicine is a more exact- 
ing and time-consuming task than in other years. 
There are at the present time seven doctors and 
two dentists in the House of Representatives and 
none in the Senate. 


I want to take time at this moment to pay 
tribute to one of our contemporary doctors who 
holds a distinguished place in the field of politics 
and statesmanship. I refer to Congressman Walter 
H. Judd, who some time back (Minnesota Medi- 
cine, 1943) said: “I am convinced that what we 
need most in Washington is more doctors in gov- 
ernment and, above all, more of the kind of mental 
habits that good doctors must have.” 

Doctors have tremendous obligations as citi- 
zens. They need to take part in helping a sick 
society to recover and in the creation of a more 
stable society. Physicians are as capable of know- 
ing human needs and of understanding human re- 
lations as any other group in our society. It be- 
hooves our medical men to be good citizens as 
well as good doctors. Interest in public affairs is 
a major responsibility of the medical profession 
today since there is so much at stake. 

I have opposed Mr. Truman’s socialized medi- 
cine program from the beginning and will continue 
to oppose it. I am happy to state that there is not 
a Congressman nor a Senator in my state who 
favors this program. It is my understanding that 
that is not quite true in Florida. There are pres- 
ent in America today two schools of thought. The 
result of the conflict between these ideas will de- 
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termine whether we shall have capitalism with a 
free market economy, allowing each individual to 
work and earn his own degree of security, or 
whether we shall have socialism with security 
handed down by a paternalistic state in exchange 
for individual freedom. I am always reminded 
of the thought that you can have security in a 
jail, but you cannot have freedom. 

My friends, I am not ready to impose the 
theories of Karl Marx upon the people of America. 
There are some ambitious Caesars within our own 
government who want socialized medicine, who 
would impose the theories of totalitarian Europe 
upon us, because they think it will advance their 
political fortunes. They think it is good political 
bait for the voter. 

We hear much about bureaucrats. Someone 
has said that a bureaucrat is a Democrat who has 
a job that a Republican wants. The latest bu- 
reaucrat story making the rounds in Washington 
concerns an “efficiency expert” who stalked into 
one of the large offices and walked up to two 
clerks. He asked one of the clerks, “What do 
you do here?” The clerk, fed up with red tape, 
buck-passing, forms, and above all, “efficiency ex- 
perts,” answered, “I don’t do anything!” The ef- 
ficiency expert nodded, made a note, and then 
asked the second clerk, “And you, what’s your 
job here?” The second clerk, a fellow sufferer, 
replied, “I don’t do a thing, either.” The effi- 
ciency expert’s ears perked up, “Hmmmmmm,” he 
said, “duplication!” 

On Septerber 2, Mr. Oscar Ewing, Federal 
Security Administrator, released his 186-page re- 
port to the President. The key recommendation 
is for Compulsory Federal Health Insurance. Jack 
Ewing was Vice Chairman of the Democratic Na- 
tional Committee when I went on the committee. 
As you remember, Mr. Truman made him Federal 
Security Administrator. When he went into this 
office, I asked him how he felt regarding the 
Wagner-Murray-Dingell Bill — Compulsory Fed- 
eral Health Insurance—and he told me that his 
mind was open, that he had no convictions, but 
that I should understand that as an employee of 
Mr. Truman’s he would have to be guided by the 
wishes of the boss. Not long ago I talked to him 
at Cleveland and, in the conversation, he talked 
of his hope that the Congress would establish a 
new cabinet post to be in charge of health, security 
and education. I could see that he had ambitions 
to hold this cabinet position. I asked him if he 
would appoint a doctor to head the health subdi- 
vision of the department, and he indicated that he 


would not. He told me that doctors were not 
executives. 

Compulsory Health Insurance is Political Med- 
icine. It is a politician’s strategy whereby people 
are tricked into accepting a new tax in return for 
a promise of health services. Do not forget, my 
friends, that Lenin said: ‘Socialized Medicine is 
the keystone to the arch of the Socialist State.” 


Bismarck of Germany invented Compulsory 
Health Insurance so that he could place the work- 
ers under obligation to him and make them sub- 
servient to his government. This was a great 
source of strength to Adolph Hitler in his ruthless 
rise to power. The English have fallen for it, as 
you know, and the morale of physicians, dentists 
and nurses over there today is being undermined. 
Hospitals are overcrowded with malingerers. Real- 
ly sick people find it difficult to obtain adequate 
medical care. 

A few days ago in England, Sir Richard Greg- 
ory suggested that it may soon be necessary to fill 
out a form and get permission before becoming a 
parent in England. He said local medical offi- 
cers soon may get letters saying: “Dear Sir: I 
wish to become a mother. Please tell me what to 
do about it and send the necessary form of appli- 
cation for my signature.” 

Gentlemen, in our efforts to establish volun- 
tary health insurance plans in our country we must 
also guard against some faults that may arise. I 
should like briefly to direct your attention to a list 
of ten commandments concerning voluntary health 
insurance which were written by my good friend, 
Tom Hendricks, Secretary of The Council on 
Medical Service of the American Medical Asso- 
ciation: 

1. Thou shalt not allow the quality of medical 
service to the individual American ever to de- 
teriorate behind the curtain of prepayment. 

2. Thou shalt not take a fee for service from 
the prepayment plan fund and then add an extra 
extreme bill thereto to the patient merely because 
you can get away with it. 

3. Thou shalt not disparage the voluntary pre- 
payment system, for American medicine is com- 
mitted to this method of easing the financial bur- 
den of sickness. 

4. Thou shalt not oversell prepayment. It is 
only one of the several elements available to assist 
the individuals in the pursuit of health, and is only 
one answer to the federal control of medicine. 
There are many others as can be seen from the ten 
point national health program of the A. M. A. 
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5. Thou shalt not damn prepayment with faint 
praise. 

6. Thou shalt readily admit some imperfections 
in prepayment. At the same time thou shalt in- 
dicate that the voluntary and experimental nature 
of prepayment plans constitute a great measure 
of their strength. 

7. Thou shalt do everything possible to help 
maintain actuarily correct data and as a partici- 
pating physician thou shalt willingly provide nec- 
essary information which will enable prepayment 
plans to keep necessary records. 

8. Thou shalt abide by the decisions of the 
majority in your society and publicly support the 
prepayment plan adopted and do your utmost to 
make it work. 
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9. Thou shalt not, however, become a prepay- 
ment “cultist,” stating that one particular type 
of voluntary prepayment system is the only cor- 
rect method and that all other approaches are 
wrong. 


10. Thou shalt continue as an American phy- 
sician to stress the dignity of the individual and 
the fact that one’s health is much more the concern 
of the individual than it is the concern of any po- 
litical unit of society and shall continue to urge 
all individuals to assume their proper share of 
this responsibility. 


Let us wake up, my friends, and preserve in 
this nation our private practice system of medical 
care—our American way of life. 


Acute Anterior Poliomyelitis: Case Report 
with Comments on Therapy 


WituiaM H. Izziar, M.D. 
AND 

Joun E. Wricut, M.D. 
MIAMI 


Aware of the dangers of conclusions based on 
the analysis of 1 case, we were prompted to report 
this case and its apparent response to the therapy 
given because of its remarkable correlation with 
some ideas presented in the experimental litera- 
ture. 


This case was one of severe ascending acute 
poliomyelitis with complete recovery but tem- 
porary alarming paralyses. The therapy was di- 
rected at stimulation of vital centers of the brain 
stem by stimulants that improve the capillary 
tonus. For this purpose coramine and vitamin C 
were chosen on a physiologic basis." At the time 
that the therapy was given, we were not aware of 
the striking implications which we now wish to 
discuss in the hope that others may try the drugs 
in series of cases for critical evaluation. 


Report of Case 


A. S., a robust, blonde, white boy aged 7, was admitted 
to the Jackson Memorial Hospital on May 27, 1944 at 
11:00 a.m., acutely ill and very restless. Physical examina- 
tion revealed positive Kernig and Brudzinski signs. The 


patient was incontinent with a temperature of 101.4 F. 
Reflexes were hyperactive all around. A lumbar puncture 
at this time revealed a slight reaction to the Pandy test, 
cell count 30 with 29 mononuclears, sugar 62 mg. and 
protein 44 mg. per hundred cubic centimeters, and colloidal 


The red blood cell count was 4.5 million 
Urinalysis gave 


gold curve zero. 
and the white blood cell count 5,900. 
negative results. 

During the next twenty-four hours the patient re- 
mained very restless, became stuporous and there de- 
veloped inability to swallow. One thousand cubic centi- 
meters of 10 per cent glucose in saline was given as were 
atropine for sialorrhea and sulfadiazine by medicine 
dropper. Regular treatment with insulin, 10 units per day, 
was started. 

Pronounced cyanosis and a weak, thready, irregular, 
slow pulse developed thirty-seven hours after admission. 
The respirations became very shallow and rapid. Cora- 
mine, 44 ampule, was given every thirty minutes as needed 
to keep the pulse regular. After about three hours the 
patient could be maintained on this dosage of coramine 
given each hour. Oxygen was given by nasal catheter, and 
an occasional dose of luminal sodium was given for ex- 
treme restlessness. The temperature at this time was 
102 F., and the pulse rate was 80 to 92 when it could be 
measured. Four hours after this midnight crisis, the 
patient fell asleep with a regular pulse but still shallow 
respirations. The inability to swallow lasted thirty-six 
hours after the crisis. 

From the forty-first hour after admission to the ninety- 
sixth hour, the course remained stormy with extreme rest- 
lessness, rapid but bounding pulse, inability to raise the head 
01 move the arms or swallow, and pronounced sialorrhea. 
The pulse rate recorded was between 110 and 120, while 
the temperature slowly fell to 100.6 F. The coramine and 
atropine were continued, the sulfa drug discontinued, and 
cevalin, 100 mg. each day, was added to the intravenous 
fluids. The nurse at one hour took it upon herself to omit 
the coramine because of “overstimulation,” at which time 
the pulse became immediately shallow and irregular. This 
omission was rectified at the next hour. Urticaria de- 
veloped, but cleared when the sulfa drug was discontinued. 

From this time to the day of discharge from the hos- 
pital, the course was one of progressive recovery. On 
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the fifth hospital day there developed a severe headache 
and speech defect during the night. The patient occasion- 
ally vomited, but took semisolid foods at about the one 
hundredth hour and arrived at good contact with the out- 
side world on the fifth day. Temperature, pulse and res- 
pirations became normal on the fifth day, at which time the 
coramine was stopped and multicebrin added to the 
therapy. He could not raise his head until the seventh 
hospital day. On this same day he complained of backache 
and inability to extend his legs without pain as well as 
pain in the lower extremities on passive motion. He was 
discharged from the hospital on the eighteenth day with- 


out residuals. 
He remains well at this time without evidence of having 


had poliomyelitis, except for a slight subjective weakness 
of the left arm. 


Discussion 


In recent years many types of therapy have 
been used for the treatment of Heine-Medin dis- 
ease, empirically and sometimes symptomatically, 
experimentally and on humans. The trials of phy- 
sical therapy based on symptomatic and electro- 
myographic studies have been most prominent. 
Gurewitsch and O’Neill® recommended hot baths in 
preference to the much used Kenny method of 
therapy. Watkins and Brazier,’ in a critical an- 
alysis of cases treated with prostigmine, Kenny 
packs and luminous heat, came to the conclusion 
based on electromyographic observations of muscle 
activity during “spasm” that dry heat yielded 
best relief from the “spasm.” The whole problem 
of “spasm” was, however, opened by Pollock and 
others,’ who questioned its significance, and, in- 
deed, its presence at all. 

In recent trials of chemical agents, most drugs 
have been shown to be of questionable or negative 
value. Watkins and Brazier’ indicated that pro- 
stigmine does not alter the ever present muscle 
stretch potentials of polio. Ransohoff’ claimed 
that in 21 of 29 cases there was recovery following 
curare treatment. Curare, it was concluded, abol- 
ished abnormal stretch reflexes, as shown by elec- 
tromyographic studies. Richards, Elkins and Cor- 
bin,” however, presented 18 cases in which the 
course of the disease was unaltered by curare. 
Charbonneau’ claimed remission of paralysis by 
the use of iodobenzomethylate hexamethylene- 
tetramine and sodium salicylate. Galsemium was 
tried by Holman.” 

In the experimental field many correlations 
have been studied, for the most part concerned 
with metabolic and nutritional factors. Lichstein, 
McCall, Elvehjem and Clark* reported the influ- 
ence of folic acid deficiency in the monkey. Holt- 
man’’ indicated that thiouracil, a basal metabolic 
rate depressant, shortens the incubation period of 
polio virus inoculated in the rat, and that cold tem- 
peratures, which increase the basal metabolic rate, 


protect the rat from the virus. Curley and 
Aycock" reported the effect of stilbestrol on resist- 
ance to experimentally produced polio. He con- 
cluded that the estrogen enhances the resistance to 
polio virus in body tissues other than brain tissue, 
but not in the latter. Waisman, Lichstein, Elveh- 
jem and Clark’* and Rasmussen, Waisman, Elveh- 
jem and Clark” in work with fat and pyruvate on 
the thiamine deficient mouse, a state already 
proved to protect against polio, showed that a state 
of thiamine deficiency causes a polyneuritis which 
has then the ability to protect the animal from the 
polio virus. High fat diets use little thiamine; and 
in animals deficient in thiamine but on a high fat 
diet polyneuritis does not develop, and conse- 
quently there is little protection from the virus. 
Pyruvate, a product increased in the body in 
thiamine deficiency, offers some protection from 
polio. 


Coupled with these astounding experiments, 
the facts obtained from the work of Howe and 
Bodian,'**"” who indicated that neurons in a late 
stage of chromatolysis are protected from inocula- 
tions of polio in the monkey and who presented 
an animal diseased with tuberculosis and dietary 
deficiency similarly protected, lead to the astound- 
ing conclusion that follows. 


Diseased neurons and those neurons that show 
late simple chromatolysis are resistant to the 
ravages of poliomyelitis. A simple increase in the 
basal metabolism may also serve to protect ani- 
mals to some degree from the polio virus. 

In this 1 case, there is, of course, doubt of the 
true value of therapy. We know that restlessness 
in itself casts a more favorable prognosis than the 
state in which the patient “‘sleeps the night through 
to awaken paralyzed.” Bodian and Howe'’ in- 
dicated that severe pathologic changes may occur 
in relatively silent areas of the brain and cord, 
producing few manifest symptoms. We wish, how- 
ever, to present our conclusion in the hope that it 
may be used again. 

It is our belief that the coramine used may 
have acted as an overstimulant to vital centers of 
the brain stem, and coupled with the vitamin C 
gave relief from the edema that accompanies the 
most severely diseased neurons.” 

The clinical course followed the Type II of 
Draper,’’ namely, insidious onset ascending to the 
central nervous system. The first symptom was 
incontinence, while late in the course a speech de- 
fect was noted. This latter lesion was shown 
pathologically first by Thomas and Lhermitte.” 
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Summary 


A case of ascending poliomyelitis of a bulbar 


type is presented in which the patient recovered 
without residual paralyses on a continuous regime 
of coramine and vitamin C. No definite conclu- 
sions can be made on the analysis of 1 case. 


New therapy for polio and the therapy used in 


this case are discussed with the conclusion that 
our treatment caused an increase in metabolism 
which may have served to protect neurons from 
the polio virus. 


6. 
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More About Naturopaths and Naturopathy 


Members of the Florida Medical Association 
as a whole probably do not appreciate the vigorous 
fight which the President of the State Board of 
Health, the State Health Officer, the Director of 
the State Bureau of Narcotics and the Chairman 
of the Legislation and Public Policy Committee 
of the Association have been waging to protect 
the public from practitioners of naturopathy. 

In the March 1948 issue of The Journal an 
editorial pointed out that naturopaths have been 
carrying on a colossal bluff and pretense, that they 
have been inadequately trained, that they have 
changed the definitions of their ‘“‘scientific terms” 
and even their aims to suit the purpose of the 
hour, and that the very nature of their training 
makes them unqualified to prescribe potent drugs. 
Despite these facts there are powerful lobbyists 
in the Florida legislature who are attempting to 
perpetuate their hypocrisy, and there is an ever 
dwindling but still effectual number of influential 
people who are championing their ignoble activities. 


Early during the last session of the legislature 
a bill designed to abolish the practice of naturop- 
athy in Florida was introduced by Senator Philip 
D. Beall, Jr., of Pensacola and was referred to the 
Public Health Committee of the Senate for hear- 
ings. On April 19, the State Health Officer, Dr. 
Wilson T. Sowder, appeared before the commit- 
tee, ‘testified at length and presented a most 
impressive array of facts and evidence damning 
to naturopathy. One William J. Faulkner gave 
testimony which showed that he had received a 
license to practice naturopathy in Tennessee after 
a fourteen day course. The Director of the State 


Bureau of Narcotics, Mr. M. H. Doss, testified 
that a naturopath known to him had been granted 
a license to practice after not more than two and 
one-half months of schooling. A representative 
of the Federal Bureau of Narcotics, Mr. T. W. 
McGeever, also testified that Florida is the only 
state in the Union which permits naturopaths to 
prescribe narcotic drugs. There was further im- 
pressive testimony, but the bill was killed in the 
committee by a vote of 7 to 2. Those voting for 
the bill were Senators William A. Shands of Gaines- 
ville and T. LeRoy Collins of Tallahassee, while 
those voting against it were Senators J. Edwin 
Baker of Umatilla, John R. Beacham of West 
Palm Beach, J. C. Getzen, Jr., of Bushnell, 
Charley Eugene Johns of Starke, Alexander G. 
McArthur of Fernandina, G. Warren Sanchez of 
Live Oak and Raymond Sheldon of Tampa. 

Not long afterward, Senator Beall presented 
another bill to the legislature which would have 
forbidden naturopaths to prescribe or administer 
narcotic or hypnotic drugs and would have pre- 
vented them from treating cancer and communica- 
ble and venereal diseases. After hearings, this 
bill was voted upon unfavorably, 5 to 4. Those 
voting for the bill were Senators Shands, Collins, 
Beacham and Sheldon. Those opposed were Sen- 
ators Baker, Getzen, Johns, McArthur and 
Sanchez. 

About the same time, Representative T. C. 
Merchant, Jr., of Madison introduced a similar 
bill in the House of Representatives which, after 
extended hearings, was reported favorably in the 
Public Health Committee of the House by a vote 

















J. Froripa M. A. 
AuGust, 1949 


of 13 to 4. Those voting for the bill were Repre- 
sentatives F. W. Bedenbaugh of Lake City, O. L. 
Burton of Eau Gallie, Grady W. Courtney of 
Millville, John W. Henderson of Tallahassee, R. 
M. Merritt of Pensacola, Wankard Pooser of 
Marianna, D. H. Saunders of Ft. Pierce, Norwood 
Lb. Strayhorn of Ft. Myers, James H. Sweeney, 
Jr., of DeLand, James H. Wise of Crestview, 
Alexander MacWilliam of Vero Beach, and 
Merchant. Voting against it were Representatives 
Mabry A. Carlton of Jacksonville, George C. 
Dayton of Dade City, Gus J. Dekle of Perry, and 
Leonard A. McKendree of Fernandina. Prominent 
among those who attempted to bring the bill to a 
vote in the House were Representatives Sweeney 
and Woodrow M. Melvin of Milton. The bill, 
however, along with other good bills, died in the 
House because of the rush and stampede toward 
the end of the session. It has been reported that 
there were a few legislators who worked to prevent 
the bill from reaching a vote in the House. 

On March 30 of this year, Mr. Harry S. Avery 
of Nashville, Tenn., who had been employed by a 
committee appointed by the Governor of Tennes- 
see to investigate licensing and practice of naturop- 
athy in that state, wrote a long, explicit letter 
to Dr. Sowder giving the benefit of his observa- 
tions and experiences during the successful fight 
waged in Tennessee to cast out naturopaths. To- 
ward the end of his letter Mr. Avery wrote: 


. . . It is my considered opinion that we would not 
have been successful in Tennessee in persuading the Legis- 
lature to abolish this so-called healing art of naturopathy 
. . . [unless we had] exposed rather generally from one 
end of the State to the other the quackery and fakes 
they were perpetrating upon their patients. I think it 
would have been quite impossible to have persuaded our 
Legislature to take the action it did by simply relying 
upon generalities and advices from the medical profession. 

I am quite sure from what I know of the situation 
that the naturopaths are certainly well entrenched in 
your State [Florida]. They realize .. . [their] precarious 
situation . . . therefore they will not hesitate to expend 
most of their assets if need be to prevent adverse legis- 
lation. ... 

Testifying before the Public Health Commit- 


tee of the Senate, Dr. Sowder stated: 


According to the view of my Board, and of our Gov- 
ernor it is proper for the State Board of Health to investi- 
gate and to give its views on any matter that affects the 
health of the people of this state... . 

I am not here today as a medical doctor nor as a 
representative of the medical profession but as the Health 
Officer of Florida in behalf of all the people of Florida 
to entreat you to investigate a matter which only the 
legislature can correct, ... . I do not come as a partisan 
for the Florida Medical Association although I have done 
my best to interest its members in this problem for sev- 
eral years but with only indifferent success. Many years 
of experience have led the organized medical profession to 
ieel that organized effort in this direction is sure to be 
iscribed to selfish motives. There is, however, much 
nterest [being shown by members of] the medical pro- 
fession, but not more than by the lay public... . 
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It seems high time that members of the medi- 
cal profession show considerably more interest 
than they have in the past. Most Doctors of 
Medicine today have larger practices than they 
would wish; hence they cannot justly be accused 
of selfish motives and further aggrandizement of 
their practices by outlawing naturopathy. The 
issue is clear, and the principle is high. Naturo- 
paths simply are not qualified to prescribe or 
administer potent drugs. If they are allowed to 
do so, it follows that the health, safety and even 
the very lives of the public are endangered thereby. 


The Journal extends a word of hearty thanks 
and appreciation to those leaders who have been 
carrying on the worthy fight and also ventures 
te suggest to the opposing legislators that in the 
future they investigate more carefully before they 
put themselves in the public record by supporting 
a sham. It likewise wishes to reiterate a state- 
ment made in March 1948: “We believe that the 
Florida state legislators will hold the same view 
as did those of Tennessee. We believe they . . . 
will prohibit the practice of naturopathy in this 
state.” The prevention of unqualified persons 
irom prescribing and administering potent drugs 
and from treating patients with serious diseases 
should be our next aim. 


A Contribution to the History 
of Medicine in Florida 


It is with pleasure and with pride that The 
Journal congratulates the Assistant Editor, Dr. 
Webster Merritt, on the publication of his book, 
“A Century of Medicine in Jacksonville and Duval 
County.”’ Coming off the University of Florida 
Press early last month, this valuable contribution 
tu the annals of Florida medicine and Florida his- 
tory marks the successful completion of a monu- 
mental undertaking. In its pages live again the 
dominant figures, events and movements that 
shaped the medical history of the area from the 
arrival of the first physician in the closing years 
of the eighteenth century on across the entire 
span of the eventful nineteenth century. Graphi- 
cally portrayed are the poignant drama of the 
terrifying epidemics, strange maladies and weird 
superstitions of the period. Through twenty care- 
fully documented chapters, the fascinating narra- 
tive of the tribulations and triumphs of the coura- 
geous pioneers who laid the foundation for sound 
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medical practice in Florida unfolds in appropriate 
crescendo commensurate with the changing times 
and the development of the region. Included is 
the early history of the Florida Medical Associ- 
ation and of the Florida State Board of Health. 


From boyhood, Dr. Merritt has cherished deep 
interest in the history of his native state. His 
interpretations of that history are familiar to 
readers of the Florida Historical Quarterly, and 
also in particular to readers of The Journal through 
the series of articles on medical history which 
have appeared from time to time in its columns. 
He is a former president of the Jacksonville His- 
torical Society and for several years has been vice 
president of the Florida Historical Society. He 
has also made notable contributions to medical 
literature of a scientific nature. 


The task of the author in assembling the 
material for this volume was truly prodigious for 
it involved gleaning from collections, keepsakes, 
photographs and clippings of the older generations 
the obscure record that survived Jacksonville’s dis- 
astrous fire of 1901. With the gift of the true 
historian, he has sifted fact from rumor and fable 
and has preserved for posterity an authentic and 
absorbing account, profusely illustrated with rare 
old photographs and drawings, which is of interest 
alike to his colleagues of the medical profession, 
the members of allied professions, lay readers and 
historians. 


It is peculiarly fitting that this highly valuabie 
contribution to the history of Florida should come 
from the University of Florida Press. Born in 
Gainesville, Dr. Merritt is a distinguished alumnus 
of the University of Florida. He was its first 
Groover-Stewart scholar in the College of Pharma- 
cy and recipient of the D. W. Ramsaur Gold Medal 
for highest averages in all studies; he is an alumni 
member of the Beta (Florida) Chapter of Phi 
Beta Kappa. After completing his medical edu- 
cation at The Johns Hopkins University School 
ef Medicine and serving as house officer on the 
Harvard Medical Service of the Boston City Hos- 
pital, he returned to Florida in 1936 and has since 
that time practiced in Jacksonville. 


In felicitating Dr. Merritt on the occasion of 
the publication of his book, The Journal expresses 
the hope that this busy internist and editor will 
find time to continue his historical pursuits. 


Shaler Richardson 
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Dr. Elmer Lee Henderson 
President-Elect of the A. M. A. 


Unanimously elected by the House of Dele- 
gates of the American Medical Association at its 
Atlantic City Session in June, Dr. Elmer Lee Hen- 
derson of Louisville, Ky., becomes President-Elect 
and will automatically accede to the presidency 
next June in San Francisco. Kentucky born, 
kentucky bred and Kentucky educated, this dis- 
tinguished Southern surgeon will take over the 
helm of the world’s most powerful medical organ- 
ization at an opportune time to become a key 
figure in medicine’s showdown with proponents of 
government compulsory sickness insurance, which 
is sure to be an important issue in the 1950 Con- 
gressional elections. Described as ‘‘a stubborn 
and shrewd scrapper who knows when to charge 
ahead and when to make a strategic retreat,” he 
may have need of both tactics. 


For more than a decade Dr. Henderson has 
had a ringside seat in watching the battle take 
shape. He became a member of the House of 
Delegates in 1937 and of the Board of Trustees 
two years later; in 1947 he became chairman of 
the Board. Quietly he has sought to bring medi- 
cal policy into line with public demand without 
sacrificing the fundamentals of (1) the physician’s 
freedom and independence and (2) the patient’s 
freedom of choice of physicians. Said he in his 
acceptance speech: “If we are to endure as a free 
medical profession we must stand united and pre- 
sent a solid front. We have just begun to fight. 
With the help of Almighty God, I pledge you 
that we will continue to fight and we will win.” 
He advocates changing the machinery of medical 
service to meet conditions, but by “evolution,”’ not 
“revolution.” 


Dr. Henderson was born in Garnettsville, Ky., 
in 1885. With all the determination of his Scotch- 
Irish heritage, he began carving out his brilliant 
career in medicine the hard way when he reached 
Louisville at the age of 21. Various forms of em- 
ployment kept him at his studies until he received 
his medical degree from the University of Louis- 
ville Medical School in 1909, and he now will be- 
come its twelfth graduate to be named president 
of the American Medical Association. Since 1911 
he has been engaged in the practice of surgery in 
Louisville. He is a past president of the Jeffer- 


son County Medical Society and of the Kentucky 
State Medical Association, a former vice president 
and president of the Southeastern Surgical Con- 
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gress and a recent past president of the Southern 
Medical Association and of the Alumni Association 
of the University of Louisville. He rendered dis- 
tinguished service in World War I and World 
War II. 


A man of strong personality, rugged constitu- 
tion and amazing energy, Dr. Henderson takes off 
for London, Paris, Rome, Tokyo or Peru with 
the casual air of one driving over to a neighboring 
town. In 1947, he helped organize the World 
Medical Association at Paris and is now one of 
its councilors. He has inspected Army medical 
service in Japan, Germany and Austria, and this 
spring at Lima he helped Latin American physi- 
cians strengthen their Pan American Medical As- 
sociation. He champions sharing this country’s 
medical knowledge with the other nations of the 
world as ardently as he proclaims the family doc- 
ior as the foundation stone of good medicine. His 
devotion to the cause of the medical profession, 
lis skill in diplomatic negotiation and his financial 
acumen promise truly great leadership in the hour 
cf medicine’s greatest need. 


Dr. Seale Harris Honored 


A signal honor was bestowed upon Dr. Seale 
Harris of Birmingham, Ala., at the June meeting 
of the American Medical Association in Atlantic 
City. Its House of Delegates chose him as the 
recipient of the Distinguished Service Medal, its 
highest scientific award. 


This noted son of the South has won inter- 
national recognition for his research on hyperin- 
sulinism and its control. Within a year after the 
discovery of insulin, Dr. Harris visited Toronto, 
where he studied many cases with Banting, Best, 
Collip and McLeod and witnessed insulin reactions. 
His observations at that time led him to recognition 
of the effects in nondiabetic patients of excessive 
secretion of insulin. Among his many notable 
contributions to medical literature are chapters on 
hyperinsulinism, food poisoning and pellagra in 
various systems of medicine. In 1946 he publish- 
ed a book entitled “Banting’s Miracle” and he is 
now writing a biography of Marion Sims. 


Born in Cedartown, Ga., on March 13, 1870, 
Dr. Harris received his academic schooling at the 
University of Georgia and his medical training at 
the University of Virginia. After receiving his 
degree in medicine in 1894, he practiced twelve 


years in Union Springs, Ala., and nine years in 
Mobile before taking up residence in Birmingham. 
There he became professor of medicine in the 
medical department of the University of Alabama, 
and is now professor emeritus. 

A past president of the Southern Medical As- 
sociation and a former editor of the Southern 
Medical Journal, this eminent member of the 
medical profession has served with distinction in 
many capacities as citizen, soldier and physician. 
During World War I he was cited by General 
Pershing “for conspicuous and meritorious service 
in France.” The recent award of the Distinguish- 
ed Service Medal is fitting recognition of a great 
Southern physician and citizen whose outstanding 
contributions to medical science and practice have 
won for him a lasting place in the annals of 
medicine. 


Church Group Decries Socialized Medicine 


The American Council of Christian Churches 
at its Spring Convention held in Denver late in 
April of this year stated emphatically, and cer- 
tainly most commendably, its position ‘“concern- 
ing the human body and its relationship to the 
Creator.” This expression, in the form of a res- 
olution unanimously adopted, was deemed ap- 
propriate because this church group saw in social- 
ized medicine an outright violation of an amend- 
ment to its constitution, which guarantees “the 
right of the people to be secure in their persons.” 
The resolution follows: 


Against Socialized Medicine 


For the State to usurp responsibility for the medical 
care of its citizens, whatever its name and title, consti- 
tutes an infringement of human responsibility and indi- 
vidual freedom which God has not given to the State. 

God created man for His own glory, gave him a body 
as a fit organ for his soul, and made man responsible to 
Him, not to the State, in his care of his body. The State 
has no right to destroy this relationship, and require by 
law, force, or other method the submission of the body 
to its paternal care. 

The soul and the body are inseparably connected, part- 
ed only by death; and when the State attempts such care 
of the body, it inevitably moves to direct the mind and 
spirit. 

The depravity of man, as taught in the Bible, so ag- 
gravates State control as it relates to government officials, 
politicians, physicians, and patients as to produce a cor- 
rupt, inefficient, expensive, bureaucratic and intolerable 
system. 

Socialized medicine in any form, represents, we believe, 
a clear violation of the Fourth Amendment of our Con- 
stitution which guarantees “The right of the people to be 
secure in their persons.” 

The battle against State medicine is not for the doctors 
alone, but it belongs to all Christian people who cherish 
their own freedom as well as the physician. 
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1949 A. M. A. Convention 


The attendance at the Ninety-Eighth Annual 
Session of the American Medical Association at 
Atlantic City in June was in itself history-making 
for more than 13,000 physicians and nearly 15,000 
visitors were registered. This record was second 
only to the one set at the Centennial meeting at 
Atlantic City in 1947. The presence of many 
physicians from foreign countries attested the 
worldwide interest in this great organization. 
Widespread public interest in its activities was 
reflected in the news coverage of the convention. 
Sixty-five newspaper men and women covered the 
meeting, the largest number ever to do so. 

Dr. Ernest E. Irons of Chicago, long associated 
with the Council on Pharmacy and Chemistry and 
with the Board of Trustees, succeeded Dr. R. L. 
Sensenich of South Bend, Ind., as president. Dr. 
E. L. Henderson of Louisville, Ky., formerly chair- 
man of the Board of Trustees, was unanimously 
chosen president-elect, and Dr. Louis H. Bauer of 
New York became chairman of the Board. Dr. 
George F. Lull was reelected secretary. 


Chicago was selected as the convention city 
in 1952 and Denver for the Clinical Session in 
1950. The next session will be the 1949 Clinical 
Session in Washington, D. C., December 6-9, and 
the annual session will take place in San Francisco, 
June 26-30, 1950. 


Representing the Florida Medical Association 
at the meeting were its two delegates, Dr. Homer 
L. Pearson, Jr., of Miami and Dr. Louis M. Orr, 
II, of Orlando. Dr. Pearson is a member of the 
Judicial Council, and Dr. Orr serves on the Refer- 
ence Committee of the House of Delegates on In- 
surance Plans and Medical Service. 

Florida was well represented with 124 mem- 
bers of the Association in attendance. The of- 
ficial roster includes the following names: 


BRADENTON: Lowrie W. Blake, John E. Granade. 
COCOA: Walter C. Page. CORAL GABLES: Edward H. 
Cowell, Glenn H. Heller, C. Howard McDevitt, Jr., Wil- 
liam L. Wagener, Jr. FERNANDINA: Benjamin F. Dick- 
ens. FT. LAUDERDALE: Burns A. Dobbins, Jr., Elliott 
M. Hendricks, Thomas L. McKee, Richard A. Mills, Fran- 
cis D. Pierce. FT. MYERS: Joseph D: Brown. FT. 
PIERCE: Jerome A. Megna. JACKSONVILLE: John 
A. Beals, John D. Ferrara, William G. Harris, Gordon H. 
Ira, Samuel S. Lombardo, Joseph J. Lowenthal, Clarence 
M. Sharp, Daniel R. Usdin, Ashbel C. Williams. JACK- 
SONVILLE BEACH: Adolph B. Cone. 


KISSIMMEE: John O. Rao. LAKELAND: Fred S. 
Gachet. MELBOURNE: Isaac M. Hay, Theodore J. 
Kaminski. MIAMI: Samuel Aronovitz, Ernest R. Bar- 


nett, Martin S. Belle, Isaac B. Cippes, Benedict A. Cusani, 
George Ferre, Emmett T. Fitzpatrick, M. Jay Flipse, 
Roger J. Forastiere, J. Raymond Graves, Carlos P. La- 
mar, Alfred G. Levin, George D. Lilly, James K. Mc- 
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Shane, Donald F. Marion, E. Sterling Nichol, Homer L. 
Pearson, Jr., Wiley M. Sams, George F. Schmitt, Donald 
W. Smith, Donald G. Stannus, Richard F. Stover, Earl 
R. Templeton. 

MIAMI BEACH: William H. Bernstein, Lewis Cap- 
land, Max Dobrin, Harold H. Fox, Elias Freidus, Milton 
S. Goldman, Max Gratz, Emil M. Isberg, Samuel Kaplan, 
Saul H. Kaplan, Leo M. Levin, Alexander Libow, Meyer 
B. Marks, Maurice S. Mazel, David A. Nathan, Julius A. 
Oshlag, Virgil H. Pieck, Francis A. Reed, Maurice J. Rose, 
Herman G. Rosenbaum, Milton S. Saslaw, Sol Selevan, 
Nicholas A. Tierney, David Walterman, Maurice Zim- 
merman. MIAMI SPRINGS: Louis C. Pessolano. OCALA: 
Harry F. Watt. ORLANDO: Chas. J. Collins, Elwyn 
Evans, Eugene L. Jewett, Clarence W. Lynn, Meredith 
Mallory, Pleasant L. Moon, Jr., Louis M. Orr, II. 

PALM BEACH: Fred E. Manulis, Bailey B. Sory, Jr. 
PALMETTO: Alva J. Floyd. PANAMA CITY: William 
C. Roberts. ST. AUGUSTINE: Robert D. Harris, Jr., 
A. Clark Walkup. ST. PETERSBURG: Arnold S. An- 
derson, James A. Bradley, Charles K. Donegan, William 
D. Futch, Norval M. Marr, Orville N. Nelson, George R. 
Schwartz. SANFORD: Harry Z. Silsby. SARASOTA: 
John M. Butcher, Thomas C. Garrett, David R. Kennedy, 
Cecil E. Miller. SEBRING: Leldon W. Martin. TAL- 
LAHASSEE: Charles F. James, Jr. TAMPA: Joshua C. 
Dickinson, Wm. P. Duncan, J. Brown Farrior, Nathan L. 
Marcus, Alfonso F. Massaro, Thomas F. Nelson, Neal J. 
Phillips, Joseph D. Scolaro, Burdette Smith, Alvord L. 
Stone, Mason Trupp, Morris Waisman. VENICE: Tal- 
madge S. Thompson. WEST PALM BEACH: Ralph M. 
Overstreet, Jr., Herman G. Rose, Saul D. Rotter, Wil- 
liam Y. Sayad. WINTER PARK: Ruth S. Jewett. 


Graduate Courses Held 


The week before the Graduate Short Course 
was held this year, a four day Advanced Course 
in Cardiovascular Diseases and Electrocardiog- 
raphy was conducted at the George Washington 
Hotel in Jacksonville, June 14 to 17, inclusive. 
There was a total of 58 registrants, which for such 
a highly specialized course was considered good. 
Those in attendance were pleased with the type 
of instruction given. 


The Medical Postgraduate Course Committee 
will meet in the early fall to determine the type of 
special course in internal medicine to be offered 
about the same time in 1950. Suggestions from 
those interested in internal medicine will be wel- 
comed by the Committee and should be sent to 
the chairman in time for consideration at the next 
meeting. 


The Seventeenth Annual Graduate Short 
Course was held at the same location, beginning 
on June 20 and continuing through June 25. The 
total registration was 123. This number falls 
about 25 under the average attendance for the 
last eight years. The type of instruction com- 
pared favorably with that offered elsewhere in any 
medical center. The time was approximately the 
same as has been chosen each year since the course 
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was started seventeen years ago. 


Both the course in electrocardiography and 
the Short Course were well publicized for five 
months prior to their presentation. The Commit- 
tee was keenly disappointed at the poor attendance 
at the Short Course. This particular course is 
designed in its entirety primarily for the general 
practitioner, and it is the purpose of the Commit- 
tee to continue the week’s instruction for the gen- 
eral practitioner. Nevertheless, the lectures are 
of such character that any specialist in the field 
taught would gain each year by attending. Again, 
the Committee would appreciate any constructive 
criticisms or suggestions that would help improve 
the week’s graduate instruction and encourage in- 
creased attendance. 


Medical Postgraduate Course Committee 
T. Z. Cason, M.D., Chairman 


Education Campaign Materials 


Florida doctors now have the means with 
which they can carry an important message to the 
people. The medical profession’s hard-hitting 
“grass roots” education campaign is to give the 
American people accurate information concerning 
the many advantages of voluntary health insurance 
over any of compulsory nature. It is now slightly 
more than six months old. It began with the $25 
assessment of its members by the American Medi- 
cal Association, and the employment of the public 
relations firm of Whitaker and Baxter, during the 
waning days of 1948. 


Whitaker and Baxter have maintained from 
the beginning that this campaign can best be waged 
by means of pamphlets, which they would provide 
for the doctors for use in their home communities. 
These and other materials of like nature have been 
coming forth in ever increasing numbers in the 
past few weeks. At this time it may be advisable 
to take stock of the nature and extent of campaign 
material available. A summarization of the most 
important of these, both from the national head- 
quarters of Whitaker and Baxter and the Bureau 
oi Public Relations of the Florida Medical Asso- 
ciation, appears to be indicated. 


From the national headquarters of Whitaker 
and Baxter. First, the pamphlets: “The Volun- 
tary Way is The American Way” is a compilation 
of the fifty most frequently asked questions to- 


gether with the answers; “Keep Politics Out of 
This Picture” is folder type, ideal for doctors’ 
waiting rooms, contains “thumb nail” comparisons 
between voluntary and compulsory health insur- 
ance programs on such matters as costs, benefits 
and others; “Compulsory Health Insurance—A 
Message from Your Doctor” is a detailed analysis 
of the current proposals to socialize medicine; and 
“Uncle Sam, M. D.,” produced by a lay organiza- 
tion, is a comprehensive digest of the arguments 
against politically controlled medicine. The last 
named was one of the first issues from Whitaker 
and Baxter and was mailed directly to each mem- 
ber of the A. M. A. and the Woman’s Auxiliary. 


The posters: color reproductions of the fa- 
mous Fildes painting “The Doctor” are available 
in two sizes. The smaller of these is designed to 
be suitable for framing and hanging in doctors’ 
offices. Each doctor was contacted directly by 
Whitaker and Baxter and urged to request one of 
these posters for his office. The other is larger 
and intended primarily for placement in hospital 
waiting rooms. Sufficient posters of that type 
were obtained by the Association’s Public Rela- 
tions office and distributed to the hospitals 
throughout the state. Each type of poster carries 
below the picture a powerful message showing that 
political intervention between the doctor and pa- 
tient must be prevented. 


The latest campaign ammunition to arrive at 
this writing is a small dignified sticker for each 
doctor to attach to correspondence and statements 
to his patients. It gently reminds the patient that 
kis doctor believes that government-regulated 
medicine would be harmful to both patient and 
doctor, and politely requests that he express that 
opinion to his Senators and Congressman. 

To aid those county societies which have the 
facilities of local radio stations at their disposal 
there have been prepared radio recordings of 
speeches opposing compulsory health insurance by 
Senators Cain of Washington and Ellender of 
Louisiana. The Bureau of Public Relations of the 
Association has five sets of these recordings avail- 
able for immediate issue. Senator Pepper has 
been broadcasting transcribed talks on various 
problems confronting the national government. 
If your local station has been carrying these 
recordings of Senator Pepper, it probably broad- 
cast number 15 which was on the national health 
program. That same radio station should be 
willing to give the local medical society an equal 
amount of time on the air to present the other 
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side of the picture. The Cain-Ellender records 
are admirable for this purpose, providing a home- 
town doctor or layman cannot be found who will 
take to the air in person to refute the Senator’s 
arguments. 


Due to a terrific organization task and a neces- 
sary lapse of time for writing, editing and print- 
ing the information from national headquarters, 
your state campaign committee found it necessary 
to provide certain materials to get the campaign 
under way early. Most of these supplementary 
supplies are still available and are beneficial ad- 
iuncts to the flow of material from Chicago. The 
most important of these are: a comprehensive and 
detailed set of Speakers’ Notes; a pamphlet “The 
Issue of Compulsory Health Insurance” by the 
Florida Medical Association’s Committee on Pub- 
lic Relations, Dr. Frank G. Slaughter, former 
Chairman; several thousand postcards, containing 
a printed message and addressed to the several 
Congressmen and President Truman, were printed 
and distributed to the county medical societies 
(additional cards are not available) ; copies of the 
Brookings Report, the Ewing Report and the 
Hoover Report; various mailing pieces of reprints, 
copies of speeches, the 12-Point Program of the 
A. M. A., analysis of bills introduced into the 
81st Congress including copies of these bills; and 
organization and operation suggestions for the 
carrying out of the campaign on the county society 
level. 


It is expected that this flow of materials from 
national campaign headquarters to the doctors will 
continue. It is valuable only so long as it is 
readily distributed and placed into the hands of 
those for whom it was intended. 





YOUR BLUE SHIELD 





Your Blue Shield Plan now processes an aver- 
age of 875 claims each month for participating 
physicians with monthly payments amounting to 
approximately $48,000.00. In April more people 
were enroled in Blue Shield than during any one 
month in the plan’s history. Enrolment at pres- 
ent is over 105,000. It is therefore to be expect- 
ed that the number of Blue Shield patients will 
steadily increase, and it is also to be expected that 
certain problems will arise in the handling of these 
cases. 


In order to simplify as much as possible the 
doctor-patient relationship, in this and following 
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issues of The Journal, we will attempt to clarify 
specific problems which might confront the doctor. 


Surgery in Doctor’s Office 


The Blue Shield contract covers surgery of 
minor nature performed in the doctor’s office with 
the exception of obstetrical service. It should be 
noted that it is not necessary to hospitalize all 
Blue Shield patients for surgery of minor nature 
in order to receive surgical benefits. 


X-ray Benefits 


Doctors may be called upon to advise patients 
how to receive the maximum benefits under their 
Blue Shield and Blue Cross contracts. We would 
like to point out that provisions for x-ray service 
ciffer under the Blue Shield and Blue Cross con- 
tracts. Under the Blue Cross hospitalization con- 
tract, a patient must be hospitalized for eighteen 
or more continuous hours, and the x-ray must be 
taken in the hospital during this in-patient stay, in 
order that the patient receive x-ray benefits. Un- 
der the Blue Shield surgical contract, x-ray bene- 
fits are extended to participating physicians who 
render x-ray services either to (1) in-patients who 
receive x-ray services, taken in connection with, 
cr in the diagnosis of surgical services rendered 
under the Blue Shield plan for surgical care, and 
(2) patients receiving x-ray services either in the 
hospital or doctor’s office within twenty-four 
hours of an accident in connection with suspected 
acute fractures and dislocations. 


Anesthesia and Pathology 


Under the Blue Shield Plan, anesthesia and 
pathologic services are covered only when the pa- 
tient is admitted to a hospital for eighteen or more 
continuous hours and payment is made only to 
participating physician not in charge of the case 
for these services when they are rendered in con- 
nection with surgical services rendered under the 
plan for surgical care during the same period of 
hospitalization. 


Use of Code Numbers for Surgical Procedures 


Prompt settlement of Blue Shield claims will 
be facilitated by indicating on the Doctor’s Service 
Report the identifying code numbers for surgical 
procedures listed in the plan’s Schedule of Bene- 
fits. If the surgical services rendered are not 
identical with those listed in the Schedule of Bene- 
fits, the physician should indicate the most closely 
related procedure found in the Schedule of Bene- 
fits and accompany this code number with a de- 
tailed description of the services rendered. 
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Participating physicians desiring information 
on any phase of the Blue Shield Plan or Blue 
Shield contract are asked to write the Jacksonville 
office of the plan, Box 1798. This information 
will be furnished promptly and will also act as a 
guide in furthering doctor-plan relationship. 





STATE BOARD OF HEALTH 





The Policy of the State Board of Health in 
Dealing with the Medical Profession 


The State Board of Health has always planned 
its medical programs with the advice and assist- 
ance of the medical profession of the state. In 
recent years many organizations and specialties 
have been formed and at times there has been con- 
fusion as to what organization should properly 
advise the Board on medical matters. In rare 
instances there has not been uniformity in the 
expressed wishes of some specialty groups and the 
county medical society or the Florida Medical 
Association as a whole. The Board discussed this 
problem sometime ago and decided that while 
every effort would be made to carry on their work 
in a manner agreeable to all medical groups as 
well as to the public, it was felt proper to give first 
priority to the advice and wishes of the county 
medical societies, or committees formed by such 
societies, and by the Florida Medical Association 
or duly appointed committees of that organization. 
It was felt that by following this procedure uni- 
formly there was a greater chance of attaining 
harmony and avoiding confusion. The State 
Board of Health will naturally continue to work 
closely with all medical specialty groups. 


It has also been the policy of the State Board 
of Health for many years to use the county medi- 
cal society as an advisory body in connection with 
medical programs carried on within the county. 
A restatement of this policy may be superfluous 
but at times we are queried as to what we are do- 
ing in such and such a program on a statewide 
basis. Most of our medical programs vary con- 
siderably from county to county so that it is im- 
possible to give a categorical answer to such ques- 
tions. In some instances activities are carried on 
in a particular county that would not meet the 
approval of medical societies in other counties nor 
of the Florida Medical Association as a whole. It 
is felt, however, that we are on sound ground when 
each county health department follows the advice 


of the local medical society; and it is further felt 
that this is the most democratic procedure possibie 
and that the same procedure is followed by the 
Florida Medical Association itself. 


Very truly yours, 
Witson T. Sowper, M.D. 
State Health Officer 


Tick Paralysis May Simulate Poliomyelitis 


According to an article in the Medical News 
Letter’ of the United States Navy, 4 patients with 
tick paralysis were observed at the Grady Memori- 
al Hospital in Atlanta, Ga. So far as is known, 
this condition has not been reported in Florida, 
but has been recognized for many years in the 
Canadian and American Northwest. Veterinarians 
are familiar with the condition in this state, and 
it is said to be a not infrequent cause of paralysis 
among dogs and even cattle. 


It is characterized by elevation of temperature, 
irritability, weakness of muscles and ataxia. The 
diagnosis is readily confirmed by the finding of an 
engorged tick and the prompt recovery of the pa- 
tient after its removal. The condition apparently 
occurs most commonly in children and for that 
reason, and because of the resultant ataxia and 
paralysis, may lead to an erroneous diagnosis of 
poliomyelitis. 


The ticks reported as involved in the cases 
described were females of the species Dermacentor 
variabilis, which is a species of hard tick. The 
symptoms are apparently the result of the injec- 
tion of a neurotoxin which acts upon the spinal 
cord and bulbar nuclei. 

Treatment after removal of the tick is systemic, 
and prompt recovery can be expected. Veterin- 
arians report that recovery in animals is speeded 
by the use of calcium gluconate. 


Pa 


Two Duval county physicians were among the 
first in the country to be certified by the newly 
organized American Board of Preventive Medicine 
and Public Health, Incorporated. Dr. Wilson T. 
Sowder, State Health Officer, and Dr. Lorenzo L. 
Parks, Director of the Field Technical Staff, were 
recently certified as specialists in preventive medi- 
cine and public health by this board. 


1. Tick Paralysis, U. S. Navy Medical News Letter, 13:2-8 
(May 6) 1949. 





NATIONAL EDUCATION CAMPAIGN | 





The interest of the individual members of the 
Florida Medical Association participating in the 
National Education Campaign, being waged by 
the American Medical Association, state medical 
association and county medical societies, is evi- 
denced by numerous speaking engagements being 
accepted. The following listing of speaking en- 
gagements includes only those which have come 
to the attention of The Journal. 


William C. Thomas of Gainesville, local Pilot Club 

Ralph M. Overstreet, Jr., of West Palm Beach, graduating 
members of local Good Samaritan Hospital School of 
Nursing 

Francis T. Holland of Tallahassee, local Lion’s Club 

Cleland D. Cochrane of Daytona Beach, local Junior 
Chamber of Commerce 

Louis M. Orr, II, of Orlando, local Junior Chamber of 
Commerce 

Alphonsus M. McCarthy, Vaughn A. Shaw, Norman E. 
Williams and Cleland D. Cochrane of Daytona Beach, 
local Rotary Club (broadcast over Station WNDB) 

James T. Cook of Marianna, local Junior Chamber of 
Commerce 

Joseph S. Stewart of Miami, Palm Beach Rotary Club 

Taylor W. Griffin of Quincy, local Pilot Club 

Frank G. Slaughter of Jacksonville, National Pharma- 
ceutical Association in Jacksonville 

Frank C. Metzger of Tampa, Clearwater Kiwanis Club 

Arthur J. Butt, Jr., of Pensacola, local Pilot Club 

C. Robert DeArmas of Daytona Beach, local Lion’s Club 

F. Gordon King of Jacksonville, local American Legion 
Luncheon Club 

Walter C. Payne of Pensacola, local Junior Chamber of 
Commerce 

Frederick K. Herpel of West Palm Beach, local Junior 
Chamber of Commerce 

James R. Boulware, Jr., of Lakeland, local Kiwanis Club 

Walter C. Payne of Pensacola, local Exchange Club 





BIRTHS AND DEATHS 





Births 


Dr. and Mrs. Morris J. Levine of Miami Beach an- 
nounce the birth of a son on April 21, 1949. 

Dr. and Mrs. Arthur C. Tedford of Melbourne an- 
nounce the birth of a daughter on May 26, 1949. 

Dr. and Mrs. Henry H. Caffee of Coral Gables, an- 
nounce the birth of a son, Michael Douglas, on Feb. 5, 
1949. 


Deaths—Members 
Dr. Karl W. Ney, Stuart eee May 30, 1949 
Dr. Nelson M. Black, Jr., Coconut Grove June 9, 1949 
Dr. Spencer A. Folsom, Orlando ......... vecsee- June 26, 1949 


Deaths—Other Doctors 


June 10, 1949 
May, 1949 


Dr. William H. Thomas, Jacksonville 
Dr. Moreton H. Axline, New Port Richey . 
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Members of the Association who were regis- 
trants at the Southeastern Surgical Congress held 
recently in Biloxi, Miss., include: Dr. William D. 
Sugg, Bradenton; Drs. M. Eldridge Black, John 
DL). Hagood, George C. Tillman, Clearwater; Drs. 
C. Robert DeArmas, Peter A. Drohomer, Alphon- 
sus M. McCarthy, Daytona Beach; Dr. Charles E. 
Tribble, DeLand; Dr. Rabun H. Williams, Eustis; 
Drs. Roland F. Fisher, Alva R. Taylor, William D. 
Wells, Ft. Lauderdale; Drs. Edwin H. Andrews, 
John E. Maines, Jr., Gainesville; Dr. Howard G. 
Holland, Leesburg; Drs. Daniel A. McKinnon, 
Courtland D. Whitaker, Marianna; Dr. George 
D. Lilly, Miami; Drs. Harold H. Fox, Cayetano 
Panettiere, Miami Beach; Dr. Thos. H. Wallis, 
Ocala; Drs. William O. Fowler, Carl D. Hoffman, 
Don C. Robertson, Orlando; Dr. George M. Daw- 
son, Palm Beach; Drs. J. Powell Adams, William 
C. Roberts, Panama City; Drs. Arthur J. Butt, Jr., 
Frank B. Hodnette, Carol C. Webb, Pensacola; 
Dr. Madison R. Pope, Plant City; Dr. Julius C. 
Davis, Quincy; Dr. A. Lamar Matthews, Jr., 
Sarasota; Dr. James H. Pound, Tallahassee; Drs. 
Arthur R. Beyer, Leffie M. Carlton, Jr., James C. 
Griffin, Jr., Tampa; Dr. Lloyd J. Netto, West 
Palm Beach. 

Zw 

Dr. Joseph S. Stewart of Miami was elected 
vice president of the Southeastern Surgical Con- 
gress which was held in Biloxi, Miss., in May. 

ya 

Dr. Samuel R. Lamb of Jacksonville attended 
meetings at the Harvard Medical School in Boston 
in May. 

Zw 

Drs. W. Jerome Knauer and Shaler Richardson 
of Jacksonville recently attended meetings of the 
Wilmer Eye Institute in Baltimore. 

Tw 

During National Child’s Week, Drs. J. K. 
David, Joel Fleet and Hugh A. Carithers of Jack- 
sonville presented short radio interviews on Child 
Health. 

Ww 

Dr. John R. Browning of Jacksonville recently 
attended urological meetings which were held at 
Tulane University of Louisiana School of Medi- 
cine. 

Zw 

Dr. Rudolph W. Heath of Hollywood recently 
took postgraduate study at the University of Geor- 
gia School of Medicine. 
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Dr. Thomas H. Lipscomb of Jacksonville spoke 
on the importance of the early diagnosis and treat- 
ment of cancer before members of the local Opti- 
mist Club in June. He spoke on the same subject 
before members of the Jacksonville Beaches 
Lion’s Club. 

a 

Dr. Raymond R. Sessions of Kissimmee has 
returned to his office after taking a postgraduate 
course at the Cook County Hospital in Chicago. 


4 
Dr. Edward T. White, Jr., of Pensacola spoke 
on stomach ulcers and their treatment at a meet- 
ing of the local Lion’s Club in June. 
Sw 
Dr. H. Marshall Taylor of Jacksonville at- 
tended meetings of the American Larynogological 
Association and of the American Otological Society 
which were held in New York City in May. 
aw 
Five members of the Association were regis- 
trants at the May meeting of the American Psy- 
chiatric Association which was held at Montreal, 
Canada. They are Drs. James L. Anderson, Her- 
man Selinsky and Edward H. Williams of Miami; 
Dr. I. Leo Fishbein of Miami Beach, and Dr. 
Lowell S. Selling of Orlando. 
aw 
At the annual meeting of the American Col- 
lege of Radiology which was held in Atlantic City 
in June, Dr. John A. Beals of Jacksonville was 
elected a member of the Board of Chancellors of 
that organization for a term of four years. Other 
Association members who were registered at the 
meeting were Dr. Elliott M. Hendricks of Ft. 
Lauderdale and Dr. Joshua C. Dickinson of 
Tampa. 
Zw 
Dr. Hewitt Johnston of Orlando announces 
the reopening of his office at 320 North Main 
Street. His practice is limited to eye, ear, nose 
and throat. 


a2 
WANTED BY RADIOLOGIST: Florida opportunity 
sought by Board Diplomate, 34. Exam for Florida license 
June 1949. Dr. I. Isaacs, 410 St. Marks Avenue, Brook- 
lyn 16, N. Y. 
-— 4 
WANTED TO BUY: X-ray machine for diagnostic 
work. Used, if in good Al condition, 100 M.A., two 
tubes, tiltable. Write 69-27, P. O. Box 1018, Jackson- 


ville, Fla. 
P24 


PRACTICE FOR SALE: Growing north Florida town 
of 5,000. Grossed $20,000 last year. Specializing. Write 
69-26, P. O. Box 1018, Jacksonville, Fla. 





NEW MEMBERS | 





The following doctors have joined the State 
Association through their respective county medi- 
cal societies. 

Berk, Lester I., Miami Beach 

Blinski, Maurice, Miami 

Brooks, Clyde, Coral Gables 

Canipelli, Joseph, Jacksonville 

Hedrick, Donald W., Tampa 

Hendricks, Anne L., Ft. Lauderdale 

Henry, Jimmy F., Melbourne 

Huey, Thomas F., Jr., Ft. Lauderdale 

Klass, Erna K., Miami 

Malone, John M., Green Cove Springs 

Neill, Robert G., Orlando 

Nix, Dillard L., Raiford 

Petteway, Charles H., Lakeland 

Ryon, Thomas N., Miami 

Toomey, John A., Miami 

Weil, Leonard L., Miami Beach 
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Alachua 


All members of the Alachua County Medical 
Society have paid Association dues for 1949. 


Bay 


At the June meeting of the Bay County Medi- 
cal Society, Dr. Amsie H. Lisenby presented the 
scientific program. He gave a review of two 
surgical cases. 

All members of the society have paid Associa- 
tion dues for 1949. 


DeSoto-Hardee-Highlands-Charlotte-Glades 


The June meeting of the DeSoto-Hardee- 
Highlands-Charlotte-Glades County Medical Socie- 
ty was held at the Simmons Hotel at Wauchula. 
The scientific program was presented by Drs. 
Chas. McC. Gray and C. Frank Chunn of Tampa 
who spoke on “Carcinoma of the Lung.” Dr. 
Gray considered the subject from the roentgeno- 
logic aspect and Dr. Chunn spoke on the surgical 
aspect. 

Members present included Drs. Harold S. 
Agnew, Godfrey L. Beaumont, Henry P. Bevis, 
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Miles A. Collier, George F. Highsmith, Merle C. 
Kayton, Charles H. Kirkpatrick, Carl J. Larsen, 
Gordon H. McSwain, Leldon W. Martin, Harold 
k. Parker, Wesley S. Pyatt, Zaven M. Seron, 
John A. Simmons, and James G. Smith, Jr. In 
addition to Drs. Gray and Chunn, Dr. Frank S. 
Liddy, a member of the staff of the Florida State 
Hospital at Arcadia, was a guest. 


Madison 
The first meeting of the newly-chartered Madi- 
son County Medical Society was held on June 3 
in the home of the president, Dr. A. Franklin 
Harrison. The scientific portion of the meeting 
was preceded by dinner. 


Marion 
Members of the Marion County Medical So- 
ciety plan to hold joint meetings during July and 
August with members of the staff of Monroe Me- 
morial Hospital. At the June meeting of the 
society, held at the “1890 House” in Ocala the 
following members were present: Drs. William 
H. Anderson, Jr., Bertrand F. Drake, Edwin C. 
Hanson, Eaton G. Lindner, John N. Moore, Rob- 
bins Nettles, Eugene G. Peek, Jr., Ralph E. Rus- 
sell, Robert E. Thompson and Harry F. Watt. 
Dr. Jack M. Waldrep was a guest. 
Pasco-Hernando-Citrus 
The entire membership of the Pasco-Hernando- 
Citrus County Medical Society has paid 1949 dues 
to the Association. 
Pinellas 


At the June 6 meeting of the Pinellas County 
Medical Seciety which was heid at the Detroit 
Hotel in St. Petersburg, Dr. Whitman H. McCon- 
nell presented a paper entitled, “Electric Shock 
Comes of Age.” Dr. Albert R. Frederick was in 
charge of the scientific program. 
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John Thomas Bradshaw 


Dr. John T. Bradshaw of San Antonio died on 
May 22 in Zephyrhills at the home of his son, Dr. 
Donald G. Bradshaw, after an illness of three 
months. He was 78 years of age. 

Dr. Bradshaw was born in Calvary, Ky.,*in 
1870 and in his early childhood moved with his 
parents to St. Paul, Kan., where he received his 
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clementary education. He was graduated from 
the St. Louis University School of Medicine in 
1904, and practiced medicine in Shawnee, Okla., 
before moving to Florida and locating at San 
Antonio. For many years he served as mayor of 
San Antonio. Twenty years ago he opened offices 
in Dade City, where he practiced continuously 
until his last illness. 


A first lieutenant in the medical corps during 
Vorld War I, Dr. Bradshaw was a member of the 
Gordon M. Crothers Post of the American Legion, 
Idade City. He was a charter member of the San 
“ntonio Chapter, Knights of Columbus, and a 
inember of St. Anthony’s Catholic Church in San 


Antonio. 


Dr. Bradshaw was a past president of the 
Pasco-Hernando-Citrus County Medical Society, 
a member of the Florida Medical Association, and 
a fellow of the American Medical Association. 


Survivors include his widow, Mrs. June T. 
Bradshaw of five children by a 
former marriage, Dr. Virgil T. Bradshaw and Dr. 
Sam A. Bradshaw of Tampa, Dr. Donald G. 
Gradshaw of Zephyrhills, Mrs. John E. Herndon 
and Mrs. William White of Tampa; six grand- 
children, and a great-grandchild. 


San Antonio; 
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A CENTURY OF MEDICINE IN JACKSONVILLE AND DUVAL 
couNTY. By Webster Merritt, M.D. Price, $3.50. Pp. 220. 
Illustrations 44. Gainesville, Fla.: University of Florida 
Press, 1949. 


Physicians and laity alike will find in this engaging nar- 
rative a most important contribution to Florida’s medical 
and historical lore. With the sure and forthright touch 
ot the true historian, Dr. Merritt presents in panoramic 
review the fascinating events, towering personalities and 
progressive movements of the entire nineteenth century as 
they pertain to medicine in Jacksonville and Duval Coun- 
ty. His exhaustive research and painstaking efforts have 
brought to light in highly readable form history long 
obscured, owing to loss of official records in the Jack- 
sonville fire of 1901. In sifting out the facts for this 
entertaining and accurate account, he pictures the phy- 
sician as community builder and harbinger of progress as 
well as practitioner of medicine, and his facile pen loses 
none of the drama of the terrifying yellow fever and 
other epidemics or the gala events of the times. With 
equal skill he traces the foundation and early history of 
the Florida Medical Association and of the Florida State 
Board of Health. 


As related editorially in this issue of The Journal, the 
author is a brilliant scholar and able historian who has 
made notable contributions to Florida history in The 
Journal and in historical publications. His book is pro- 
fusely illustrated throughout its twenty chapters and 
makes a valuable addition to any library, particularly 
that of the physician. 








